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Historic Boston Awaits National Convention 


4 ¥. fifty-second annual convention of the American 
Osteopathic Association is only two months away. 
Osteopathic forces will rally once again, after a period of 
30 years, in the “Birthplace of the American Nation.” 


While the doctor attends meetings, his family will want 
to visit Boston’s historical shrines. Following the conven- 
tion scenic New England is a grand place for the entire 
family to spend a vacation. 


A list of Boston hotels and rates and a handy reserva- 
tion blank are provided: on pages 479 and 480. Don’t 
delay any longer. 


This new book presents the most extensive and in- 
tensive study ever made of the sexual behavior of 
the human male. It is based on surveys made by 
Members of the Staff of Indiana University and 
supported by the National Research Council with 
Rockefeller Foundation funds. 


The authors have brought biologic, medical, psycho- 
logic, psychiatric and sociologic factors to bear on a 
problem that involves all five fields. The survey 
covers more than 12,000 personal and confidential 
sex histories, with material drawn as carefully from 


W. B. SAUNDERS COMPANY 


Kinsey, Pomeroy and Martin on 
SEXUAL BEHAVIOR in the HUMAN MALE 


the upper level groups as from the more poorly 
educated and economically lower strata. 


The usefulness and importance of this book are ob- 
vious—its applications to the problems of general 
medicine are of tremendous significance. For instance, 
the clinical tables which follow the statistical material 
provide the practitioner with a quick and authorita- 
tive criterion for measuring his patient’s sexual 
behavior against the average behavior of other 
men in the same station of life. 


B. Pomeroy, 
esearch Associate, Indi- 
x 9”, with 173 charts and 159 tables. 


By Atrrep C. Kinsey, Professor of Zoology 
Research Associate; and E. Martin, 
ao University. 804 


West Washington Square, Philadelphia 5 
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safe prolonged obstetric 


saddle 


NUPERCAINE 


An intraspinal injection of only.2.5 mg. 
(%s of Nupercaine will usually~block—— 
sensory impulses from the uterus and birth 
canal for 1% to 3 hours. 

The inherent safety of the saddle block method 
is enhanced by the wide therapeutic margin 
of intraspinal Nupercaine. 

Now in a single ampul, Heavy Nupercaine 
(Nupercaine 1:400 and 5% dextrose) may be 
injected without mixing and without dilution. 
Comprehensive brochure with extensive 
bibliography is available on request. 


Heavy Nupercaine — ampuls of 2 cc. in cartons of 10. 
Sales limited to hospitals. 


For further information write Medical Service Division. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, J. 


Ciba 


NUPERCAINE (brand of dibucaine) Trade Mark Reg. U.S. Pat. Off. 
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FOR medication, wounds, 
_ parenteral therapy, pressure dressings, preop 
tive skin preparation, prehypodermic 


_ COMPACT CARTON OF 65 ready for 


anit 
E 
RED CROSS COTTON 
IN A NEW CONVENIENT FORM 
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in the 
treatment of 
nutritional anemia 


< tr 


Failure to respond to iron therapy may be due 


to faulty absorption or to a deficiency of nutrients other than 


iron. The use of vitamin C for influencing the patient's 


response in the treatment of iron-deficiency anemia is indicated 


by its action in promoting the utilization of iron, its 
role in the development of erythrocytes, and its usefulness 
in correcting concomitant vitamin C deficiencies. 


Endoglobin-C Tron, B vitamins, Liver plus Vitamin C 


In Endoglobin-C tablets, ferrous sulfate is combined 
with nutritional adjuncts which tend to improve 
assimilation and correct possible deficiencies that 


may complicate anemia. Endoglobin tablets plain—without 


vitamin C—also available. Both supplied in bottles 
of 100. Samples will be sent on request. 
Endo 


Products / Richmond Hill 18, N. Y. 
Inc. 
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BYES that find fractures 


The eyes of x-ray capture upon film the innermost 
structures of the body. The physician, studying 
these radiographs, sees fractures, tumors and in- 
fections, congenital defects. And yet in the liga- 
ments, in the tendons, and other soft tissues . . . 
there are still secrets. 
Will the future reveal them? In x-ray, as else- 
where, progress walks with the leader. What makes 
a leader? Is it size? General Electric is the world’s 
largest manufacturer of x-ray equipment. Achieve- 


May, 1948 


ment? From G.E. came the Coolidge tube, the oil- 
immersed, tube-transformer, the Kearsley Stabilizer. 

Age? Tradition? Experience? General Electric 
has built fine x-ray instruments for a half century. 
Research? Vision? In the General Electric Re- 
search Laboratories the 100-million-volt Betatron 
probes the heart of the electron. 

What does General Electric leadership mean to 
you? It is your assurance that under the G-E 
emblem is the finest x-ray apparatus you can own. 
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New G-E Centralinear Control—Type 4—for the 100 ma x-ray unit 


You are looking at the new General Electric Centralinear 


control for the G-E R-39 combination x-ray unit. In the 
R-39 unit the tube stand is part of the table and one double- 
focus Coolidge tube may be used over or under the table, 
for radiography or fluoroscopy. The new control has auto- 
_ matic features previously found only in higher powered units. 


Simple to operate. Adjustments you have been making by 
and, this new control now makes automatically. Increment 
and calibration charts are unnecessary. 


Economical You waste less film—make fewer costly retakes. 
And new features built into the control lengthen tube life. 


Dependable. G-E parts are x-ray parts. G-E design is as simple 
as G-E engineers and experience can make it. G-E x-ray appa- 
ratus keeps working steadily through your busiest days. 


For information write: General Electric X-Ray Corporation, 
Dept. E-17, 4855 MeGeoch Ave., Milwaukee 14, Wise. 


GENERAL @ ELECTRIC 


X-RAY 


General 5 x- Corporation manufactures and distributes x-ray 


ental and industrial use; electromedical apparatus; 
x-ray and electromedical supplies and accessories. 
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TO BETTER NUTRITION 


In dietary planning, the physician may prescribe with 
complete confidence any of Borden’s nutritional 
preparations. They conform at all times to the most 
_ modern concepts of nutritional science, and are 
' formulated and produced with meticulous concern 
for quality, purity, and clinical serviceability. 


BIOLAC, approximating human milk in its nutritional content 
and digestibility, is an ideal replacement for mothers’ milk. 

With the addition only of ascorbic acid, it becomes a complete 
food — “baby talk for a good square meal”. 


MULL-SOY is a hypoallergenic soy concentrate — for those 
allergic to milk — closely resembling cow’s milk in all its 
nutritional values, but without the offending animal proteins. 
When milk becomes “forbidden food”, Mull-Soy offers 

a nutritionally efficient replacement. 


DRYCO provides a “master key” to infant nutrition with its 
wide range of formula flexibility for individual needs. 

Its high protein, low fat, intermediate carbohydrate ratio 
— for use with or without added carbohydrate — makes it the 
“custom-formula” food for all infant requirements. 


BETA LACTOSE is a highly palatable and readily soluble 
formula modifier in the form of an improved milk sugar, 

five times more soluble than alpha lactose. Milk’s natural 
carbohydrate for infants and adults alike. 


KLIM solves the problem whenever fluid milk is indicated in 
the diet, but lack of availability or of refrigeration make 

its use impracticable. This superior quality, spray-dried, 
whole milk, with soft curd properties is invaluable 

for use in infant feeding, or for dietotherapy. in 

peptic ulcer and other special adult diets. 


The nutritional statements of this advertisement are acceptable 
to the Council on Foods and Nutrition of the A. M. A. 


These Borden Prescription Products are available at all 
pharmacies. Full detailed professional information 
gladly supplied on request. 


BORDEN’S PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE * NEW YORK 17, N. Y, 
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of the Nutritional Veluwe of 
HY Commercial Conned Foods WRITE FOR YOUR FREE COPY TODAY 


NO OTHER CONTAINER PROTECTS LIKE THE CAN 


ciFics © 
SPE A . 
ARE ~ 
A € ~Slingstone 
Food nergy. . 664 col, 
Protein. 4.1 gm. 
to deter 4 Carbohydrate 
sect iy Calcium... 25 ™gm. 
Phosphorus. 90 mgm, 
v in after i A 2.23 
A co now yeadin’ net- Vitam in ™gm. 
conned mdue eal Riboflavin, ‘160 mgm, 
CO 
ynivers® values: Ascorbic Acid. . 33 mgm. 
processing Calcium Panto. 
4 thenate,.. -346 mgm, 
No. 2’-size can 
To DA TE, the Tesults of this research, SPOnsoreg by the Nationa} Canners Asso. 
Ciation 4nd the Can Manufacturers Institute, have been Publisheg in more than £: 
twenty Scientific Papers. The above figures for canned Peaches are typical of data 
now 8Vailable for the 41 commercially canned foods Which represent almost 50% 
of our nationa] “°nsumption of al] Canned foods. 
OUR NEw “Canned Foods in the Nutritiona) Spotlight,» 8athers 
this Materia] together and Presents jt in Concise Teference form, It tabulates nutri. 
tive Values by individua) foods (a8 with Peaches, above) and in addition charts 
foods by rank as Sources of SIX chief Vitamins, three Minerals, fat, Protein, and 
“arbohydrate These figures are de Processing Values. They represent the 
"dy-to-heat-orent Values for foods in Cans, 
THE MORE You STUD Y the nutritional] facts about Canned foods ~and 
Consider their economy and availability More you Will fee) Justified, We are 
Sure, in recommending them to all those Who look to you for 1Utritiona] 8uidance. 
For Your free Copy of Our new Teference booklet, address. ° 
Can Manutacturer, Institute, Inc., 60 Fast 42ng Streer, New York 17, Y. 
Wew/ 
Complete Study 
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WORK 


In providing for complete utilization of available power 


and automatic control of the rate of heating, losses ordinar- 
ily sustained through the creation and disposal of excess 
steam are completely eliminated. Appreciable savings in the 


wasteful consumption of heat and water are now possible 
with the EXCESS VAPOR REGULATOR, an accessory 
feature of— 


INSTRUY 


ENT ana UTENSIL 
~~~ STERTETTERS 


Analyze these budget-reducing factors: 
The American Excess Vapor Regulator requires no venting 
system whatever . . . no inconvenient, difficult or costly 


venting job involved. 
Operates by steam, gas or electricity . . . utilizes the type of 
power available. 


After water is brought to a boil, heat is automatically cut 

to rate required to maintain the degree of boiling desired 
.. eliminates time-consuming supervision to avoid too 

vigorous boiling. 

Reduces water evaporation to a minimum . . . formation of 

scale on instruments, utensils and in the sterilizer, is 

dramatically reduced. 

No excess steam to escape in utility rooms .. . no resultant 


damage to walls and ceilings requiring redecoration. 


WRITE TODAY for descriptive literature 


AMERICAN STERILIZER COMPANY 


Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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GELATINE IN THE DIET for DIABETES 


The unique qualities of Knox plain 
gelatine make it especially useful in 
certain diets. Knox gelatine is all pro- 
tein, no sugar—unlike factory-flavor- 
ed, acidified gelatine powders, which 
are about % sugar and only about % 
gelatine. 

Knox plain, unflavored gelatine con- 
tains 9 of the 10 ‘‘essential’’, and 
a majority of the 23 accepted amino 
acids that make up the proteins. It 
supplements the proteins of many 
food materials with which it can be 


combined to make attractive, highly © 


appetizing and easily digested dishes. 


Special Dietary Literature 


At your request we shall be glad to mail 
any or all of the following booklets: — 


“Feeding the Sick and Convalescent" 
“Peptic Ulcer Dietary” 
Diet in Colitis and Digestive Disorders” 
.-. “Feeding Diabetic Patients” 
.-“*Reducing Diets and Recipes" 


Address Knox Gelatine, Dept. N-3, Johns- 
town, N. Y. 


— PEPTIC ULCER— COLITIS and 


DIGESTIVE 


Two sizes—1 ounce (4 envelopes) 


and Y_ pound (32 envelopes) 


KNOX 


Gelatine 


All Protein— No Sugar 
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Confirm the diagnosis...at once! 


profexray Table Combination 


RADIOGRAPHIC AND FLUOROSCOPIC UNIT MODEL TC2 
Patents Pending 
F.0.B. CHICAGO 


attachment optional With complete X-ray facilities conveniently at hand in his own office, the 
at small additional cost physician relies more and more upon radiography and fluoroscopy to find 
or confirm suspected pathology. This aid to quick, sure diagnosis is now 
available to you. The new Prorexray Table Combination solves for the 
average physician heretofore prohibitive problems of space and cost. It 
comprises within itself a radiographic unit including the X-ray table, a 
fluoroscopic unit, a standard examining table, a built-in control unit, and 
ample storage space for unexposed film. 


PROFESSIONAL EQUIPMENT COMPANY 
615 S. Peoria St., Chicago 7, Illinois 


Gentlemen: You may arrange to show me spec- 
imen films obtained with PROFEXRAY. No obli- 


oul. The Prorexray Table Combination provides ample power and penetra- 


tion to secure diagnostically excellent radiographs of skulls, chests, spines, 
extremities and articulations. The same versatile unit may be used to 
make the most complete fluoroscopic examination. 


No floor rails, no special construction, no special wiring or power supply 
are required. The unit is shock-proof and ray-proof. A factory trained 
representative detailed instruction in its automatic operation. 
You are invited to inspect specimen films obtained with Prorexray . . . 
without assuming any obligation. 
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Patterson Type 8-2 10 x 12 Fiuoroscople 
Screen ond foot-switch included without 
additional cost. 
extras: Vertical fluoroscopy 
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* Laxative 


. soDiuM 
BICARSONATE . LITHIUM 
NARTARIC ACID ciTRIC AC!D 


to., new yors, Product of BRISTOL-MYERS 
19 West 50 Street 
a — New York 20, N. Y. 
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Only CHLOROPHYLL THERAPY 


eombines all these advantages: 


accelerates healing 
. .. Stimulates normal cell growth 
..- controls superficial infection 
... reduces scar formation 

..- nontoxic — bland and soothing 
. provides symptomatic relief 
..- deodorizes malodorous lesions 


Painful diabetic ulcer of about 4 months’ duration 
which had not responded io ordinary treatment. Roent- 
genogram showed probable osteomyelitis. This was 
one of 50 cases of chronic ulcers described by Cady and 
Morgan in the April 1948 issue of Am. J. of Surgery. 


Daily Chloresium dressings effected complete ted 
ing in 10 days. The Clinicians report: “Most (of the 
50) cases constituted long, chronic, refractory problems 
... chlorophyll (Chloresium) therapy relieves subjec- 
tive symptoms, promotes tissue growth and healing.” 


Reports from clinicians emphasize the effectiveness 
of Chlorophyll Therapy as made possible by Chloresium 


Boeume, E. J. The Treatment of Chronic Leg Ulcers The Lahey Clinic 
with Special Reference to Chlorophyll Bulletin, 4: 242, 1946 
Bowers, Warner F. Chlorophyll in Wound Healing Amer. J. Surgery, 
and Suppurative Disease LXXIII: 37 (1947) 
Capy, J. B. and The Treatment of Chronic Ulcers ‘Am. J. Surgery LXXV: 4 
Morean, W.S. with Chlorophyll (1948) 
Ganan, E., Kune, P.R. — Chlorophyll in the Treatment of Arch. Dermat. & Syph. 
and Fink te, T. H. Uleers 47: 849 (1943) 
Howmes, G. W. and Treatment of Post-Irradiation Am. J. Roentgenol. 
Mue ter, H. P. Erythema with Chlorophyll Ointment 50: 210 (1943) 
Lanctey, W. D. and Chlorophyll in the Treatment of Penn. Med. Journal 
Morean, W.S. Dermatoses Vol. 51; No. 1 (1947) 
Morean, W.S. Chlorophyll Therapy Guthrie Clinic Bulletin, 
A Review of 114 cases 16: 94 (1947) 


FREE! Complete literature and clinical samples of 
Chloresium Solution (Plain), Ointment and Nasal 


1 e 
( h lo resi ul mn Solution will be sent upon request. Address. Dept. JO-4. 
RYSTAN COMPANY, Inc. 


Natural, nontoxic therapeutic chlorophyll preparations. 7 N. MacQuesten Pkwy., Mt. Vernon, N.Y. 
Available at leading drugstores. SOLE LICENSEE — LAKELAND FOUNDATION 
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the most economical fdr 


| & 
of male hormone therapy ~~ 


METANDREN 
LINGUETS 


@ Avoid hepatic inactivation 
@ Simulate natural secretion 


The Linguet containing methyltestosterone 
is placed in the space between the molar teeth and 
cheek, a natural buccal pocket. Dissolving 


slowly, the drug enters the systemic circulation, largely 


avoiding inactivation in the liver and intestinal tract. 
Dosage is therefore approximately one-half that 
required when tablets are ingested . . . “the most 


economical and also efficient way of administering 


testosterone . . .”2 


1. Lisser, H.: Calif. & West. Med., 64: 177, 1946. 


@ CIBA PHARMACEUTICAL PRODUCTS, INC., SUMMIT, WM. 3. 


METANDREN, LINGUETS—Trade Marks Reg. U.S. Pat. Of. 


\ 
THE MOLAR * 
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in this complete 


100 MA—100 KVP 


3. ONE X-RAY TUBE (for any 
radiographic fluoroscopic work) 


The KELEKET W-3-100 Diagnostic Combination offers the prac- 
titioner X-ray facilities unequalled in low cost, ease of opera- 
tion and long, trouble-free dependability. 


Before you invest in X-ray equipment, investigate the KELEKET 
W-3-100 Diagnostic Combination . . . tilting table with motor 
drive, tubestand and generator. Like thousands in the profes- 
sion, you'll find the W-3-100 Combination meets your require- 
ments best. Ask your Keleket Representative, or write direct, 
for Bulletin 117. 


015 WEST FOURTH ST. 


Manufacturing Co. 
COVINGTON, KY. 


(@ 
| X-Ray combination... 
Se . a 1. TABLE + STAND + GENERATOR 
: \ S 
/ 
| 
| 


ournal A.O.A. PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS 


By having 36 women insert TAMPAX twice 
daily for a solid year—using a total of 
tampons, or the equivalent 

of a 200 years’ supply for 

one woman—a leading 

gynecologist has proved 

unequivocally that TAMPAX 

is safe! Continuing 

bacteriologic studies, 

biopsies, pH and 

glycogen determinations 

and gross visual and 

pelvic examinations before, 

during and after TAMPax 

usage revealed no evidences 

of vaginal irritation during this 
extraordinarily harsh test. In fact, 

“with hardly an exception, the findings 
were most favorable.”! During this 
uniquely comprehensive investigation, 
the TAMPAX wearers reported the 
tampons helpful in their psychological 
attitude towards menstruation; and 
found them no impediment to the 

normal catamenial flow, and productive 
of no odor associated with the menses. 
Authoritative studies by other 
clinicians?:3.4.5 have confirmed these 
findings, and further corroborated the 
REFERENCES: 1. West. J. Sorg. Obst. & Gynec., now indisputable fact that ‘TAMPAX cannot 
51:150, 1943. 2. J.A.M.A., 128:490, 1945. 3. Am. J. cause irritation, erosion or vaginitis. 
These are but a few among the many cogent 
reasons why TAMPAXx is more than ever, today, 

the internal menstrual guard of choice! 


TAMP 


TAMPAX INCORPORATED, Palmer, Massachusetts 
—__—Please send samples and literature. 
—___—Quote prices on Tampax for office use. 


Addr 


City. Zone. State_ 
ACCEPTED FOR ADVERTISING BY THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
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ic Acid combines f 


Heptuna with Fo 


the therapeutic efficacy of folic acid, 


iron and vitamins. Folic Acid has 
been proven to be effective for many 
types of macrocytic anemias and 
hypochromic anemias in which the 
blood-forming organs require specific 
stimulation. Heptuna with Folic Acid 
not only furnishes the hemopoietic 
and nutritional effects of 
iron (ferrous sulfate) and vitamins, 
but also the necessary hemopoietic 
stimulant—folic acid. 


HEPTUNA and HEPTUNA WITH FOLIC ACID 
are now available at prescription pharmacies. 
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Folic Acid... ... 1.7 mg. 
Ferrous Sulfate U.S.P. 4.5 Grains 
Vitamin A (Fish-Liver Oil) 5,000 U.S.P. Units 
Vitamin D (Tuna-Liver Oil) 500 U.S.P. Units 
Vitamin B, (Thiamine Hydrochloride) 

Vitamin Bz (Riboflavin) . 

Vitamin B, (Pyridoxine Hydrochloride).... 0.1 mg. 
Calcium Pantothenate 0.333 mg. 


Niacinamide 
Together with other B-complex factors from liver and yeast. 


i. B. ROERIG AND COMPANY 


536 Lake Shore Drive 


Chicago 11, Illinois 
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is 
effective 


in 
chronic 
cystic 
mastitis 


Important information on a widespread disorder became 
available when morton* observed the effectiveness of “A. P. L.”’ in bringing about 
sustained relief in chronic cystic mastitis. “A. P. L.” has long 
been helpful in treating functional uterine bleeding, cryptorchidism, 
hypogenitalism and Frohlich’s syndrome. Morton’s significant findings 
greatly extend the usefulness of this chorionic gonadotropin. 
Literature on “A. P. L.” is available upon request. 
“A. P. L.”’is presented in three potencies: 


No. 488—100 I. U. per cc. ... in vials of 10 ce. 
cea, P. L.°2 No. 500—500 I. U. per ce. ... in vials of 5 cc. and 10 cc. 
hall No. 999—1000 I. U. per cc. ... in vials of 10 ce. 
Chorionic For convenience and economy many physicians 
Gonadotropin prefer the injection of high dosages of chorionic 
gonadotropin in a minimum volume. 


State J. Med.: 46:1815 (Aug. 15) 1946. 
Morton, Joseph H.: Chronic Cystic Mastitis and Sterility, 


Morton, Joseph H.: Endocrine Features and Treatment of 
- | - Chronic Cystic Mastitis and their Relation to Infertility, New York 
J. Clin. Endocrinol.: 6:802 (Dec.) 1946. 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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In the minds of most persons, the size of both luncheon 
and dinner is fairly well established. Yet the breakfast 
these very same individuals eat is subject to great varia- 
tion—from a large meal when a leisurely breakfast can be 
enjoyed to a totally inadequate meal when time is short. 
Not only adults, but many teen-age children, are guilty of 
this practice of eating a poor breakfast or skipping break- 
fast entirely. 

Nutrition authorities are agreed that breakfast should 
provide from one-fourth to one-third of the day’s caloric 
and nutrient needs. If less is eaten, morning hunger and 
inefficiency develop. Furthermore the other two meals of 
the day can hardly supply the nutrients and calories the 
deficient breakfast failed to provide. 

To encourage better breakfast eating habits, a basic 
breakfast pattern consisting of fruit, cereal, milk, bread 
and butter has been widely endorsed. It provides a nutri- 
tionally adequate morning meal, is notably economical. 
and is universally available. The cereal serving—hot or 
ready-to-eat breakfast cereal, milk, and sugar—is an im- 
portant main dish of this meal, adding taste appeal, many 
nutritional essentials, and almost endless variety. 

The table indicates the nutrient values of this basic 
breakfast and the contribution made by 1 ounce of ready- 
to-eat or hot cereal* (whole grain, enriched, or restored 
to whole grain values of thiamine, niacin and iron), 4 
ounces of milk and 1 teaspoonful of sugar. 


The presence of this seal 

indicates that all nutri- 

tional statementsin this BASIC BREAKFAST TOTALS supplied AMOUNTS 

advertisement have been Orange juice, 4 oz.; by Basic Breakfast by cereal serving 

found acceptable by the Ready-to-eat or CALORIES......... 611 202 

Council on me mr Hot Cereal, 1 oz.; PROTEIN......... 20.7 Gm. 7.1 Gm. 

Nutrition of the Ameri- Whole Milk, 4 oz.; CALCIUM, 

canMedical Association, Sugar, | teaspoon; IRON ........ 1.6 mg. 
Toast (enriched, VITAMIN A....... 1074 1.0. 193 1.U. 


white), 2 slices; 


CEREAL INSTITUTE, INC. 


A research and educational endeavor devoted to the betterment of national nutrition. 
135 South La Salle Street « Chicago 3 


i; 
¢. 
4 
\ 
THIAMINE........ 0.52 mg. 0.17 mg. 4 Vy 
Butter, 5 Gm. RIBOFLAVIN a 0.87 mg. 0.24 mg. hy Vil 
(about Itecspoon); NIACIN.......... 2.3 mg. 1.4 mg. Nh 
Whole Milk, 8 oz. ASCORBIC ACID || 64.8 mg. WZ 
4 
SL 4 
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ESPECIALLY DURING 


Following recovery from severe infectious 
disease, acute nutritional deficiencies must 
be corrected promptly if maximum speed of 
recovery is to be attained. The nutrient im- 
balance which exists during this period usu- 
ally involves not only members of the vita- 
min B complex, but also proteins as well. 
The delicious food drink made by mixing 
Ovaltine with milk is a pleasant and effective 
means of increasing the intake of virtually 
all essential nutrients. Easily digested and of 
low curd tension, it does not impose an un- 


due digestive burden, and is frequently ac- 
ceptable when other foods are refused. Three 
glassfuls daily supply significant amounts of 
B complex and other vitamins including as- 
corbic acid, biologically adequate protein, 
readily digested fatand carbohydrate and the 
important minerals copper, iron, and calcium. 
This dietary supplement is enjoyed by all pa- 
tients, young and old, and is taken without 
difficulty in recommended amounts. Hence 
it might well be included routinely in the 
dietary of convalescence. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings daily of Ovaltine, each made of 
Ya oz. of Ovaltine and 8 oz. of whole milk,* provide: 


VITAMIN A 
VITAMIN Bi 
RIBOFLAVIN 


* Based on average reported values for milk. 
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CALCIUM 2... LI2Gm. VITAMING. 300mg 
PHOSPHORUS ........ 0.94Gm. VITAMIND 


That RIASOL points to relief in psoriasis is attested 
by physician and patient alike. In fact, results are so 
satisfactory to both the doctor and his patient that this 
outstanding therapeutic formula is fast becoming the 
prescription of choice in psoriasis. 

Among the many agents employed in treating psori- 
asis RIASOL stands out because it: 

® Aids in healing ugly psoriatic lesions. 

® Minimizes recurrences in many cases. 

* Is simple, pleasant and convenient to use. 

® Provides cosmetic relief, thus restoring 
self-confidence. 

RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in a 
washable, non-staining, odorless vehicle. 

Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. No 
bandages necessary. 

RIASOL is ethically promoted. Supplied in 4 and 
8 fid. oz. bottles, at pharmacies or direct, 


SPECIAL NOTICE 


New 64-page brochure on psoriasis has been mailed to 
all physicians. Write for a copy if you did not receive 
yours. 


SHIELD LABORATORIES 


of RIASOL. 


8751 Grand River Ave., Detroit 4, Mich. 


Please send me professional literature and generous clinical package 


BEFORE USE OF RIASOL 


— — 


AFTER USE OF RIASOL 


A.O.A 5-48 


MAIL COUPON 
TODAY — 

YOURSELF 
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CAMP 


ANATOMICAL SUPPORTS 


for 


PENDULOUS 


ABDOMEN 


VISCERA IN OBESE WOMAN PLATE LXXIII FROM CAMP 
ANATOMICAL STUDIES FOR PHYSICIANS AND SURGEONS 


The adjustment of the Camp Support lays a foundation about the 
major portion of the pelvic girdle. From this foundation, the upright 
sections of the support hold the load up and back and give 
excellent support to the lumbar and lower dorsal regions. 
The holding of the load furnishes not only relief to the spine 
but also lessens the drag of the viscera upon the diaphragm. 


Photegraphs—Obese patient with Srd degree pendulous chdomen end erthritis of the 


spine before and after application of abdominal and breast supports. (Skeletons indrawn.) 


S. H. CAMP & COMPANY ®* Jackson, Michigan * World’s Largest Manufacturers of Scientific Supports 


Offices in CHICAGO * NEW YORK * WINDSOR, ONTARIO * LONDON, ENGLAND 
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Physicians, this low-cost American Electric Mo- 
bile X-ray Unit can be as important to you as your stetho- 


scope and thermometer in making a quick diagnosis. It can 
be used either in the office or at the patient’s bedside. Move 
it where you will... then plug into any 110 volt (50 or 60 


cycle) power line . . . turn on the current and it is ready for 
use. Powerhead with replaceable cartridge is backed by a 
unique Warranty, which tells you in advance exactly how 


much repairs (if any) will cost 1 year or 5 years from date 


of purchase. 


AMERICAN 


A DIVISION OF THE 


2315'W. FOURTH ST. TY’ covincton, «yr. 
_ Fillout and mail coupon for complete information on the Mobile X-ray Unit 


POWERHEAD WITH 
REPLACEABLE CARTRIDGE 


The American Electric Co. 
2315 W. Fourth Street Name 


Covington, Kentucky 
Gentlemen: Address 


Please send me complete information on é 
the American Electric Mobile X-ray Unit. City 


State 
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Foundation PropucTs | 


3757 Wilshire Bivd., tos Angeles 5, Calif. 
Telephone FAirfax 2301 


| 
Cs. The bui of a successfyl practice requires a solid found- 
ation of knowledge and ‘kill. For scientific nutritional 
mesures — look to this label! 
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from fear 
of conception 
when 
pregnancy 
is contraindicated | 


Physician’s package and 
¢ complete description of the New 


o Technique will be sent upon request. 


Ethically promoted—Advertised 
only to the medical profession. 


Whenever pregnancy is contraindicated, maximal 
protection is assured by the new Lanteen technique. 
This New TecuniQue gives dual protection—the 
mechanical protection of the Lanteen Flat Spring 
Diaphragm plus the spermatocidal activity of Lanteen Jelly. 


LANTEEN FLAT SPRING DIAPHRAGM 
Easily fitted and long lasting. The Lanteen Flat Spring 
Diaphragm, collapsible in one plane only, 
is easily placed without an inserter. Fitting the largest 
comfortable size assures maximal protection. 

Lanteen Diaphragms, made of the finest rubber, 
_are guaranteed against defects for a period of one year. 


LANTEEN JELLY 


Lanteen Jelly, nonirritating, nontoxic, soothing 

and rapidly destructive to spermatozoa, combines active 
spermatocidal agents in a jelly which is readily 

miscible with the vaginal secretions. 


anteen 


Lanteen Medical Laboratories, Inc. - 900 North Franklin Street - Chicago 10, Illinois 
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Loyalty on Display 


Your waiting room, Doctor is a display 
room. There you will find Loyalty on Dis- 
play. Your old patients are there because of 
their faith in you. New patients await you 
because of some loyal friend who has sent 
them to you. 


So it is that in your profession, Loyalty is 
a priceless thing. It does not spring up over 
night. Rather it comes into being over a long 
period of time—the end result of an abiding 
faith—in you and your work. 


Lot the 


If Vitaminerals have in any measure con- 
tributed to the strengthening of these ties of 
loyalty, it is with us a matter of great pride 
and deep appreciation. 


be 


For, in turn, the growth of Vitamineral’s 
business has been dependent on the loyalty 
of our doctor friends who have had faith in 
us and in our work. 


iy 
ite | 
3636 BEVERLY BLVD., LOS ANGELES 4, CALIFORNIA 
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the Best Teacher 


Camillo Golgi (1844-1926) 
proved it in neurology 


Golgi is best remembered today for his detailed investi- 
gations of the finer microscopic structures of the nervous 
system. Golgi’s improved methods for staining nerve cells 
and fibres, as well as his own histologic 
experiences, assisted in the development 
of the clinical study of neurology. 


Experience is the best teacher in cigarettes, too! 


With millions of smokers who have tried and compared 
different brands of cigarettes, Camels are the “choice of 
experience.” Try Camels! See how your taste welcomes 
the rich flavor of Camel’s choice, properly aged, expertly 
blended tobaccos. See if your throat doesn’t find Camel’s 
cool mildness mighty pleasing. 


Yes! Let your own experience tell you why more people 
are smoking Camels than ever before. 


R. J. Reynolds Tobacco Company 
Winston-Salem, N. C. 


According to a Nationwide survey: 


More Doctors Smoke CAMELS 


than any other cigarette 


Three leading independent research organizations in a nationwide survey asked 113,597 doctors 
what cigarette they smoked. The brand named most was Camel! 
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X-RAY 


FOR EARLY ARTHRITIC DIAGNOSIS 


@ X-ray is a vital part of the complete diagnosis 
necessary to chart the course for successful treat- 
ment of rheumatic conditions. Early X-ray study 
enables the physician to discover the extent and 
type of arthritis in each individual case. 


matic involvement; and outline an individual 
treatment program—to be followed by the patient 
under the direction of the referring physician. 


@ The Ottawa method has proven—since 1933— 
® Through X-ray study and COMPREHENSIVE that early diagnosis coupled with an individual 
DIAGNOSTIC PROCEDURES, we at Ottawa find treatment program, will secure the maximum 
the imbalances and dysfunctions that cause rheu- permanent benefit in the minimum length of time. 


YOUR INQUIRIES ARE INVITED @® A REGISTERED OSTEOPATHIC INSTITUTION 


Ottawa ARTHRITIS SANATORIUM 
AND DIAGNOSTIC CLINIC of OTTAWA, ILLINOIS 
"1933 — Fifteenth Anniversary — 1948" 
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For Gastro-Intestinal Disturbances 


Prescribe 


QUICK, EFFECTIVE RELIEF 
With CEREAL LACTIC 


Cereal Lactic provides acidity without activating 
pepsi . . . building protection against gastric ulcer. 
The formula also contains the acid-fixing agent, 
colloidal aluminum hydroxide plus other alkaliniz- 
ing agents. 


Upon administration of Cereal Lactic, immediate 
relief from pyloraspasm, hyper-peristalsis and 
pyrosis usually follows. The acid-base balance shift 
resulting in alkalosis is minimized. 


Physicians’ samples and complete, detailed infor- 
mation available upon request. Cereal Lactic 
comes in two forms. . . . Improved Vitamin. . . . 


Antacid and Adsorbent. 


CEREAL LACTIC 


Two Forms: “IMPROVED VITAMIN" and "ANTACID AND ADSORBENT" 


Widely prescribed 


testinal disorders. 


CEREAL LACTIC COMPANY 


Woodward, lowe 
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SOLD THROUGH SURGICAL AND 
HOSPITAL SUPPLY DEALERS 7 


THE ONLY ADHESIVE CONTAINING FATTY ACID SALTS 


Seamless PRO-CAP is a superior quality Adhesive Plaster containing zinc propionate 
and zinc caprylate—two medically-proved ingredients. PRO-CAP provides these three 
important advantages: 

@ Skin irritation and itching are substantially eliminated. 

@ PRO-CAP adheres better. Less slime and maceration to interfere with tackiness. 


@ PRO-CAP can be left on the skin or renewed over longer periods, with little or no skin 
reaction. 


RESULT: More comfort for your patient . . . Less interference with your treatment. . . 
At no increase in price! We invite you to discover PRO-CAP’s outstanding qualities in 
your own practice. Write for illustrated brochure and reprints of medical reports. 


FINEST QUALITY SINCE 1877 


SURGICAL pais sins DIVISION. 


2 THE SEAMLESS RUEEER COMPANY 

NEW HAVEN 3, CONN., U. 8. A. 
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tests prove that j 
| is less irritating 
—PRO- is less irritating | 
j adhesive tape containing the fatty acid salts. The plaster 
was used 970 times on these patients. Only 5 patients 
veloped irritations sufficient to cause complaint. 
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The Autonomic Nervous System in Osteopathic Therapy* 


D. D. WAITLEY, D.O. 
Evanston, 


INTRODUCTION 


The field of medicine has swung from the general 
practitioner to the specialist and is now going back 
to the general practitioner—the one who usually has 
the first opportunity to study the patient as a unit. 
The doctor of tomorrow will be the man who studies, 
observes, analyzes, and correlates his findings to the 
body in its entirety. The osteopathic physician will 
be that man if he will devote himself to this task. Even 
at the present time he is highly regarded as a person 
who sees the patient as a whole. 

It is surprising to learn that the greatest clinical 
teachers, including Andrew Taylor Still, were without 
modern knowledge of the scientific basis of disease. 
But these great clinical teachers were keen observers 
and were students of anatomy and physiology. Osteo- 
pathic physicians should be proud of the fact that they 
are well versed in anatomy and physiology because 
the future practice of medicine depends upon this 
knowledge. 

According to Pottenger,’ the status of every 
branch of science, every profession, every business 
rests upon a mass of supposedly established and ac- 
cepted facts. Whether or not these facts are true, 
they rule the branch of science, the profession, or the 
business with which they are concerned and progress 
can be made only as increased knowledge displaces 
error or as these “facts” are changed to meet new 
conditions. Dr. Still gave us important facts and star- 
tling observations, but I am certain he would never 
have proposed for us to stop thinking and searching 
for the truth. The so-called “consensus of opinion” 
leads us to conservatism and dulls original thought 
and investigation. 

Owing to the magnitude of the subject of the 
autonomic nervous system in osteopathic therapy, it is 
not possible to cover it thoroughly in a short paper. 
Therefore, I shall limit the discussion to three main 
topics: I shall try to give you, first, a picture of the 
part played by the sympathetic and parasympathetic 
systems, or the antonomics: second, a review of the 
anatomy of these structures; and finally, my conclu- 
sions as to osteopathic technic which will make use 
of these nervous systems. 

With these points in mind your osteopathic 
manipulative treatment will never be classified as gen- 


“Delivered before the annual meeting of the Indiana Osteopathic 
Association, Fort Wayne, Ind., May 13-15, 1948. 


eral. In my opinion many of the fine results obtained 
by the osteopathic physician can be credited to the 
action of the autonomic nervous system. If we under- 
stand this delicate mechanism clearly, our therapy will 
be specific and will bring about certain results desired. 


PART I 

Let us take up first the action of the autonomic 
nervous system and its effect on the normal human 
body. 

Cannon,? who made an extensive study of the 
autonomics, has shown that the balance of the nervous 
control is maintained, for the most part, by the sym- 
pathetics. He goes further and states that the balance 
is controlled by a sort of thermostat located in the 
hypothalamic nuclei at the base of the brain. This cen- 
ter is known as the generator or dynamo for the 
reactions of the parasympathetic nervous system. It 
controls body temperature by means of vasoconstric- 
tion and vasodilatation, and reflexes of somatic origin, 
such as shivering and panting. It further controls or 
regulates water metabolism and urinary function. 

One of the most difficult tasks in practice is to 
convince patients, after a thorough examination, that 
their trouble is functional and that their symptoms are 
not a result of organic disease. The most common 
functional disorders are in the digestive tract and 
many times they bring on disturbance of normal heart 
function. Most of the patients having these disorders 
are very intelligent individuals who are subject to 
emotional strain and develop an anxiety neurosis. We 
find them of the “driving type,” unable to relax their 
mental or their skeletal structures. 

It is most difficult to treat these patients from the 
mental and structural viewpoint if they have been told 
that their trouble is due to colitis, low or high blood 
pressure, increased or subnormal metabolic rate. We, 
as osteopathic physicians, can give these patients relief. 
We must gain their confidence, make a logical diag- 
nosis, and treat them intelligently, always remembering 
that the brain. through the parasympathetic nervous 
svstem’s functioning overtime, may be causing the 
distress. 

The importance of the sympathetic and para- 
sympathetic systems should not be overlooked by our 
profession. It is important to remember that every 
organ and tissue of the body is supplied by the au- 
tonomics. We in the osteopathic profession believe 
the saying that “the rule of the artery is supreme.” 
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AUTONOMIC 


The autonomic nervous system exercises control over 
the blood vessels and, by the action of vasoconstrictors 
and _ vasodilators, influences’ the most minute body 
structure. 

Physiologists tell us that the cells of man depend 
almost wholly upon nerves for their nutrition and 
their power of action. Failure to find nerve tissue in 
a few of the less important structures does not prove 
that there is no nerve supply to that part. Any tissue 
which acts must have some means of nerve control. 

The hypothalamus is important to the osteopathic 
profession in explaining to us the reactions of the 
parasympathetics. We can understand the patient with 
so-called essential hypertension, spastic colon, in- 
somnia, jitteriness, and many functional conditions 
which are very real to him, 

From a practical standpoint, the examination of 
a patient on 2 successive days should yield approxi- 
mately the same result. Should one dn d the pulse 
rate, metabolism, and blood pressure the same on both 
examinations, he knows that the patient has a balanced 
autonomic system. Abnormal findings one day and 
normal the next would indicate an unstable autonomic 
nervous system. 

A patient who is suffering is not so concerned 
regarding the pathological condition present as he is 
regarding the symptoms—which may cause him much 
harm. We must train ourselves to treat the patient 
as well as the disease. 


PART II’ 


The sympathetic system has its origin from all 
of the thoracic and from the first to third lumbar 
segments of the cord. The parasympathetic system 


arises from two widely separated portions of the nerv-, 


ous system—the midbrain and medulla at one end and 
the first to third sacral segments of the cord at the 
other end. 

The Sympathetic System.°—This system inner- 
vates every organ and all tissue of the human organ- 
ism. Briefly, it supplies all blood vessels and, by its 
twofold action of vasoconstriction and dilatation, acts 
on or influences all body tissues. It supplies many 
structures which apparently have no parasympathetics, 
such as the urogenital apparatus. It activates struc- 
tures which the parasympathetics inhibit, for example, 
the heart and the sphincters of the bowel and bladder. 
It produces inhibitory nerves which counteract the 
parasympathetics as in structures of the head and 
gastrointestinal system. 

Sensory fibers accompany the motor fibers in the 
sympathetics. These sensory fibers transmit impulses 
to the corresponding area ot the cord. These impulses 
may be referred to neurons which in turn may in- 
fluence other structures, causing symptoms of distress. 

These sympathetic reflexes (especially of visceral 
origin) are of three kinds: motor, sensory, and trophic. 
The reflexes of visceral origin are typical examples. 

Motor: It is agreed that the visceral motor reflex 
is the only real sympathetic reflex in muscular tissue 
of the skeleton. Skeletal muscles contract when a 
stimulus is carried over the sensory fibers of the sym- 
pathetics due to a motor response. 

Should the bombardment of sensory impulses 
from the large bowel be of sufficient duration and in- 
tensity, the motor response in skeletal musculature 


would produce chronic contraction, the end result being 
degeneration of muscle structure and limitation of 
normal spinal motion. Nerve cells which are subjected 
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to long continued harmful stimuli eventually are im- 
paired in function. Osteopathic lesions are not only 
maintained by this abnormal physiology, but they are 
most difficult to correct. A vicious cycle results, and 
further retrogression of physiologic bowel action is 
augmented by continued immobility of vertebral seg- 
ments. This immobility very definitely interferes with 
sympathetic action of inhibition, which equalizes para- 
sympathetic activation of the bowel. 

Sensory: The sensory nerve response from the 
large intestine does not influence the motor response 
to the organ directly. Rather, the sensory action is 
distributed to spinal musculature, producing contrac- 
tion and degeneration, resulting in disturbed function 
of the sympathetic nerves which supply the gut. 

Pain is closely associated with most visceral 
sensory impulses. It is interesting to note the findings 
of Mackenzie according to Crile* A few of them 
are: First, that the deeper tissues of the external 
body wall are less" sensitive to pain than the skin. 
Second, that the viscera are insensitive to stimuli which 
produce pain in the external body wall, such as pinch- 
ing and heat. 

These findings agree with the osteopathic findings 
of pain exhibited at the seat of vertebral lesions, 
whereas pathological changes may be developing in 
the bowel itself. Osteopathic manipulative treatment 
may break up this vicious cycle and will go far in 
preventing further development of pathology. 

Trophic: I have found no authorities who have 
determined that there are special trophic nerves. It 
is agreed that nutrition of tissues is dependent upon 
the sensory and motor nerves which innervate it. 
Proper nutrition is essential to the normal function 
of all body cells. Thus, trophic change is a perversion 
of nerve function with the end result being an inade- 
quate supply of nutrition to the cells. 

Nerve cells may be injured by mechanical stimuli 
which occur from osteopathic lesions. Nerve cells may 
not be harmed by a moderate number of these stimull, 
but a continued stream of these harmful impulses will 
produce injury to the nerve cells. The tissues supplied 
by these cells will undergo a nutritional change. 

The functional capacity is reduced in injured cells, 
owing to constant irritability. Since nutrition of these 
tissues is controlled by the nerves, both motor and 
sensory, it is easy’to see why a prolonged injury re- 
sults in degeneration. 

To apply the osteopathic concept intelligently in 
regard to the treatment of human ailments, we must 
know what effect stimulation or irritation has on the 
sympathetic system. Pottenger® lists among the effects 
of stimulation of sympathetics the following: 

Lessened mucous secretion in nose and throat; 
lessened secretion in gastrointestinal tract, manifested 
by retarded digestion and hypochlorhydria; lessened 
motility in gastrointestinal tract with relaxation of 
intestinal musculature ; increase in pulse rate ; increase 
in glycogen content of blood, its being forced from 
liver ; increase in body temperature, and sweating. This 
last is found in hyperactivity of both sympathetic and 
parasympathetic systems. 

Parasympathetic System.—As the parasympathetic 
system has only two vulnerable points of attack, 
namely, the first, second, and third sacral nerves and 
the vagus, which lies in the carotid, from the osteo- 
pathic standpoint I shall not go into its action as 
thoroughly as the sympathetics. However, we should 
know the signs of excess parasympathetic activity so 
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we can counteract the condition.by means of sympa- 
thetic inhibition. 

Parasympathetic stimulation produces some or 
many of the following symptoms :* Increased secretion 
of mouth, nose, and pharynx ; increased bronchial se- 
cretion; spasm of bronchi; hypermotility and hyper- 
secretion of gastric glands depending on degree of 
stimulation; irritable bladder; and incontinence of 
urine and feces. 

It might be said that the parasympathetics provide 
the sustenance of man. They control ingestion and 
digestion, ejection of fecal material, and respiration. 
Food is prepared for the storing up process in the 
body, to be used as required by the individual. Briefly, 
the parasympathetics activate the sphincters of the 
bladder and gastrointestinal tract. The flow of digestive 
juices, such as intestinal, gastric, pancreatic, biliary, 
and ‘salivary are controlled by this system. It affects 
the general circulation of the blood by means of its 
inhibitory action to the heart. . 


PART III 


Osteopathic manipulative technic is applied on the 
basis of the action of the sympathetic nervous system. 
It is important to remember that, generally speaking, 
the sympathetics inhibit and the parasympathetics acti- 
vate (with a few exceptions). These two points give 
more meaning to osteopathic manipulative treatment. 
If the operator will keep these reactions in mind, his 
treatment will be more specific. 

I wish to outline briefly the recommended treat- 
ment for a few common conditions which the general 
practitioner encounters in everyday practice. 

1. Stomach.—Ulcers, gastritis, and hyperchlor- 
hydria definitely indicate the need for treatment of 
the sympathetic nervous system. This treatment should 
be directed to the areas from the fifth to ninth thoracic, 
the most important segments being the fifth, sixth 
and seventh. By treating this area one inhibits muscular 
activity, decreases glandular secretions, and diminishes 
the outpour of hydrochloric acid. The physician readily 
comprehends the significance of this specific treatment. 

In treating hypochlorhydria, parasympathetic 
stimulation by way of the vagus is definitely indicated, 
because the vagus causes contraction of muscles, in- 
creased activity of all glands, and increased output of 
hydrochloric acid. 

2. Gallbladder and Liver—rThe liver, embryo- 
logically, is formed from the alimentary canal and 
consequently has the same innervation. Hence, in deal- 
ing with the gastrointestinal tract, the liver and gall- 
bladder are included. In treating cholecystitis and 
“sluggish liver,” for want of a better term, one should 
treat the parasympathetics by way of the vagus for its 
effect on the sphincter of the common duct. The 
sympathetics should be treated in the region from the 
fifth to the ninth thoracic, their action being contraction 
of the walls of the gallbladder. Very short treatment 
should be given to the vagus, but longer stimulation 
to the areas involving the fifth and ninth thoracics. 

It is evident that a general osteopathic manipu- 
lative treatment would not be effective and specific for 
_ gallbladder and liver disturbances. 

3. Head and Neck.—The vasomotor system of the 
head and neck is controlled through fibers which 
originate from the first four thoracic segments. True, 
they do not pass directly to the blood vessels, but go 
to the lateral ganglia, which in turn send out fibers 
along the carotid artery to all vessels in the head and 
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neck. By treating and correcting lesions from the first 
to fifth thoracic, we lessen the engorgement of nasal 
tissues and secretions, therefore lessening the danger of 
sinus infection and extension of infection. This is one 
explanation of the good results obtained by osteopathic 
physicians in treating colds. 


4. Heart——The sympathetic nerve supply to the 
heart originates from the first to the sixth thoracic. 
These fibers pass to ganglia, which in turn send fibers 
directly to the heart muscle wall. The general action of 
inhibition is reversed to the heart, the action being 
activation or acceleration. It has been found that by 
osteopathic manipulative therapy applied from the first 
to the sixth thoracic, the heart rate is increased without 
elevating blood pressure. The pressure may fall in 
many cases, however. We are told by physiologists 
that there are fibers which increase the force of each 
heartbeat, decrease the time of systole, and step up the 
output of the ventricles.’ In my opinion, this is the 
reason why osteopathic manipulative treatment is help- 
ful in managing the decompensated heart. 

5. Splanchnic Nerves——The splanchnic nerves 
arise from the fifth thoracic to the third lumbar and 
are considered by most physiologists to be the most 
important vasomotor center of the body. Due to the. 
fact that connector fibers are sent to the semilunar, 
superior, and inferior mesenteric, renal, ovarian, and 
spermatic ganglia, osteopathic manipulative treatment 
of this area has a far-reaching effect. The blood vessels 
act as a reservoir for surplus blood, serve to control 
blood pressure, and exert an influence in all cases which 
involve circulatory disturbance. Arthritis is greatly 
benefited because all patients with arthritis have some 
circulatory involvement. 


6. Large Intestine—In treating bowel conditions, 
it is important from an osteopathic standpoint to know 
that every viscus receives its sympathetic connector 
fibers from certain segments of the cord and sends 
back its afferent stimuli to definite segments of the 
cord. The spastic and atonic bowel is caused by an 
imbalance of sympathetic and parasympathetic action. 
Muscular contractions in the bowel are produced by 
stimulation of the parasympathetics and the increased 
activity of secretory glands is augmented by this stimu- 
lation. Mental strain, excitement, and fatigue definitely 
stimulate the action of the parasympathetic system, 
producing spasm, diarrhea, and abdominal pain. Colicky 
pains are recognized among the most common symp- 
toms from increased vagus stimulation.* When para- 
sympathetic and sympathetic systems are equalized or 
are in unison, normal function results. A direct control 
over the sympathetics is available through osteopathic 
manipulative therapy. Doctors of osteopathy can defi- 
nitely counteract parasympathetic activity by increasing 
sympathetic inhibition. Firm specific correction of all 
osteopathic lesions from the fifth thoracic to the third 
lumbar will do much to control a spastic bowel. 


CONCLUSIONS 


I wish to emphasize again the importance of 
sympathetic and parasympathetic action. (1) In gen- 
eral, the sympathetics inhibit and the parasympathetics 
activate. (2) The main exception to this general rule 
is found in the heart. Here the sympathetics activate 
through the acceleration fibers while the parasympa- 
thetics inhibit by way of the vagus. (3) All blood 
vessels are supplied by the sympathetics and provide 
the osteopathic physician with a powerful weapon to 
combat disease and maintain physiological equilibrium. 
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through action of the autonomic nervous system. It is 
my opinion that a more thorough understanding of 
its two great component systems would lead to a more 
scientific application of osteopathic technic and better 
and more constant results. 
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Common Laboratory Procedures* 


Indications and Interpretations 


BOYD B. BUTTON, D.O. 
Philadelphia 


The problem of indications and interpretations of 
laboratory procedures is best approached by reviewing 
several simple, fundamental, often neglected principles. 
These principles are known to all, but they are seldom 
put into words. This failure to verbalize the funda- 
mentals results in their neglect in approach to problems. 


The first idea to establish is the proper place of 
laboratory aid in diagnosis. Diagnosis consists of 
eliciting as many facts as possible bearing on the health 
of the patient. These are then assembled in an orderly 
fashion and logical deductions are attempted. Labora- 
tory data constitute a portion of the facts elicited. 
Others are obtained from the history and physical 
examination. The laboratory cannot replace these two 
procedures. It only supplements their findings. The 
result of any laboratory procedure must be integrated 
into the clinical picture. Few, if any, laboratory find- 
ings are pathognomonic and_ sufficient alone for 
diagnosis. 

The history and physical examination besides 
being necessary to all diagnoses have additional im- 
portance. It is from these procedures that clues are 
elicited which direct the selection of laboratory tests 
to be ordered. “Shotgun” orders for laboratory tests 
are evil things. The findings from multiple unrelated 
tests are, more often than not, confusing and even 
contradictory. They are a needless expense to the 
patient. Such orders indicate a confusion in the mind 
of the physician. Instead of thinking in logical fashion, 
his mind is casting about aimlessly. 

The second principle concerns the selection of a 
laboratory. In this respect the physician finds himself 
in much the same position as a patient selecting a 
physician. Both must make a selection in a field in 
which integrity is a strict necessity, and in which the 
proofs of this virtue are vague. The selection must 
be made in fields in which neither is well acquainted, 
so judgment of worth is difficult. Both are easily mis- 
led, and both perhaps at times are to be pitied. The 
selection is indeed difficult, but there are several well- 
established pitfalls to avoid. One is this: That the 
amount of equipment makes the laboratory. This is 
far from true. The personnel makes the laboratory. 
It is axiomatic that competent men with simple equip- 
ment produce more valid results than incompetent 


*Presented before the annual meeting of the Eastern Osteopathic 
Association, New York City, April 3, 4, 1948. 


people under any circumstances. Secondly, the grant- 
ing of rebates is not a proper criterion for choice. The 
reasons are obvious. 7 

The third basic principle is merely this—the selec- 
tion and interpretation of tests depend upon the 
physician’s background of knowledge concerning the 
physiology of the disease process being investigated. 
There is no royal road to diagnosis. All diagnoses 
require reasoning based upon knowledge obtained from 
personal experience and from books (that is, the ex- 
perience of others). 

Certain laboratory tests have been established by 
years of common experience as having exceptional 
value in the discovery of occult conditions by supply- 
ing basic information about the health of the patient, 
and by ease of interpretation due to general usage. 
Such procedures are frequently ordered on every new 
patient in hospital and private practice. To this loose 
group of tests the term “routine” has been applied. 
The tests done vary with the institution and the physi- 
cian, but the following are often considered as routine: 
The blood count, urinalysis, serological tests for syphi- 
lis, and the blood sedimentation test. Perhaps in the 
not too distant future we will include tests for malig- 
nancy in lists of routine procedures. 

The urinalysis is the oldest of routine procedures. 
It is obviously of great value, but its results are sub- 
ject to much misinterpretation. In most cases its value 
is decreased because the tests are run on a single 
specimen rather than on a 24 hour collection. If done 
on a single specimen, it should be the first passage 
in the morning. This sample will show the greatest 
number of useful findings of any single specimen. 
Urine from females frequently loses all value due to 
contamination from vaginal fluids. 

The specific gravity of a single sample is of little 
value. This finding is of definite value if all the sam- 
ples of the day are analyzed. It is on this phase of 
the urinalysis that the Mosenthal test has been de- 
veloped. This is one of the most accurate indicators 
of kidney function. It is also the cheapest and simplest 
to do. It is based upon the fact that a compensating 
kidney can dilute or concentrate urine according to 
the needs of the body. The test is done by obtaining 
specimens every 2 hours for 12 hours during the day 
and by considering the passages during the other 12 
hours as a seventh specimen called the night urine. 
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Normal findings are a variation in specific gravity 
of at least .009 between the lightest and heaviest speci- 
mens; the night urine should be one fourth to one 
third of the day urine. If the specific gravity is fixed 
at a low level, as at 1.010, the kidneys are probably 
in a state of nephrosclerosis or chronic interstitial 
nephritis. Under these circumstances the night urine 
might equal or exceed the day urine in amount. If 
the specific gravity is fixed at a high level, and the 
amount per 24 hours is decidedly less than 1500 cc., 
suspicion of acute glomerulonephritis might be justi- 
fied. In conducting this test the fluid intake should 
be limited to 500 cc. with each meal. 


The pH of a single specimen is of little value, 
particularly, if the specimen has had no preservative 
added or has been stored at room temperature. Urine 
is normally acid at about a pH of 6.0. Fixation between 
5.0 and 6.0 occurs in cardiorenal disease. A persist- 
ently alkaline urine might be due to infection of the 
tract by the coli-aerogenes group of organisms. 

- By most tests urine normally contains either no 
protein or at most a trace. The protein present in 
disease is chiefly albumin. A frequent misinterpreta- 
tion is to assume that proteinuria means nephritis of 
some type. As a matter of fact nephritis is only one 
of many diseases, some far removed from the kidney, 
that may cause proteinuria. Any renal congestion 
whether active, due to intrinsic renal disease, or pas- 
sive, due to interferences in circulation, will injure 
the delicate glomerular filter and allow protein to 
escape into the urine. Any toxin will also injure the 
filter so that an increase in urinary protein is seen 
in many febrile states regardless of their causes. In 
addition, an exudative disease along the urinary tract, 
or contamination from the vagina will produce in- 
creases in protein content. Such a simple thing as a 
meal with a high albumin content may be followed by 
a transient albuminuria. 

Glucose is searched for in routine urinalysis and its 
presence often is misinterpreted as indicative of diabetes 
mellitus. The renal threshold varies in normal indi- 
viduals over a very wide range, but the average normal 
is given as 160 mgs: of glucose for 100 cc. of blood. 
Any process which will elevate blood glucose above 
the threshold level will cause the appearance of this 
sugar in the urine. Excessive intake of carbohydrates 
and, in hospitals, intravenous infusions of glucose will 
bring this about. The renal threshold for glucose can 
be lowered by various forms of nephritis and result in 
glucosuria. Some individuals have a permanently 
lowered threshold for glucose in what appear to be 
normal kidneys. Such a circumstance is called renal 
glycosuria. Another fact of importance is that the 
tests for glucose are nonspecific and are positive for a 
variety of reducing substances besides glucose, such 
as uric acid, chloroform, lactose, and various pentoses. 
Many laboratories do not differentiate glucose from 
these by additional tests. It might be argued that 
absence of glucose at least rules out diabetes mellitus. 
Such is not the case. In diabetes mellitus the renal 
threshold for glucose is customarily raised and may be 
well over 200. It all sums up to this then: Glucose 
‘in the urine is suggestive of diabetes mellitus, but is 
not diagnostic of it. Absence of glucosuria does not 
ever rule out diabetes mellitus. In fact, the cases 
which are early and for which the most can be done, 
more often than not, do not show glucosuria. 


_ The microscopic examination of urine is always 
of interest and also subject to much misinterpretation. 
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Physicians expect casts to be demonstrated in albu- 
minuria due to renal disease. They are often pres- 
ent but not always. If the protein is being discharged 
from the renal tubules before coagulation can occur, 
casts will be absent. It happens conversely that many 
casts may be seen, but the tests for protein are nega- 
tive. This is because all the protein coagulated before 
passage from the tubules. Under these two circum- 
stances many physicians come to distrust their labora- 
tories whereas the fault lies not with conduction of 
the tests, but with the interpretation. 


Erythrocytes and pus cells have much the same 
significance as ‘albumin. They may indicate renal or 
extrarenal disease or contamination. They may be due 
to passive renal congestion or to systemic toxemia. 

The term “blood count” has varied meanings de- 
pending on the laboratorv concerned. Such a test may 
range from red and white counts and hemoglobin 
determinations on up to such ambitious projects as to 
include differential counts, Schilling hemograms, hem- 
atocrit readings, coagulation time, and the computation 
of various indices, cell sizes, and cell hemoglobin 
contents. Hematologists prefer the estimation of the 
mean corpuscular hemoglobin content to the color index 
as being more sensitive. The minimum routine count 
should include at least a Schilling hemogram and the 
color index. 


The red count, hemoglobin determination, and 
hemoglobin content per cell permit an insight into the 
type anemia that may be present. The therapy depends 
upon the etiology and an intelligent search for this 
can be made when the type is known. The “shotgun” 
treatment of anemia is deplorable in that grave etio- 
logical factors may be overlooked by such a proce- 
dure. A hyperchromic macrocytic anemia might re- 
svond to liver therapy and folic acid administration. 
Yet the patient might be hiding a cecal or gastric 
carcinoma. Iron and liver might temporarily correct 
a hypochromic microcytic anemia yet the third stage 
of nephritis causing the anemia might continue un- 
checked. 

A simple white count is not enough to assist 
materially in diagnosis. As each type of white cell has 
its normal range, a differential covnt is necessary to 
establish which type of cell is normal and which ab- 
normal in numbers. If the normal average white 
count is accepted as 7000 per cvbic mm. it would be 
possible to have it composed of 2000 neutrophils and 
5000 Ivmphocytes. In this hypothetical count there is 
a definite neutropenia and a definite lymphocytosis. 
Without a differential count these significant changes 
would be hidden. To divide the neutrophils into im- 
mature forms and mature fornts and then to compare 
their ratio to the normal ratio is very informative. 
An increase in the ratio of immature forms is sug- 
gestive of pyogenic infection. of many infectious dis- 
eases, and of myelogenous leukemia. On the other hand 
certain processes are characterized by neutropenia. 
Measles, mumps, malaria, typhoid, osteosclerosis and 
certain poisonings, as by benzene, gold salts, amidopy- 
rine, and sulfonamide, would be among these. A re- 
cently described process. hypersplenism, may cause a 
persistent neutropenia. Other varieties of this process 
may be responsible for thrombocytopenia or spherocy- 
tosis (congenital hemolytic jaundice). 

The blood sedimentation test is one of the sim- 
plest, cheapest, and most valuable of laboratory tests. 
It has its beginnings in the earliest days of recorded 
medical practice. It was noted by the ancient Greeks 
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that blood from many diseased individuals separated 
into four layers before clotting and these four layers 
gave name to the four “biles” of the humoral doctrine 
of disease. Recently we have learned that the reason 
erythrocytes settle more rapidly in certain diseases 
and in pregnancy than in normal blood is because, 
under conditions of disease, the red cells tend to ag- 
glutinate, whereas in health they tend to repel each 
other. The cause for the agglutination which occurs 
in the vessels of the body as well as in the test tube, 
is not clear. 


The proper interpretation of the blood sedimenta- 
tion test rests upon three simple facts. First, the sedi- 
mentation rate is increased only when tissue is being 
destroyed ; second, the rate is somewhat proportional 
to the severity of the disease; and third, there is no 
specific curve or rate associated with a specific dis- 
ease. This means that the test is nonspecific, but it is 
of great value in differentiating organic from func- 
tional diseases and in demonstrating disease that is 
producing no subjective or objective evidence. An 
example of the value of this test is afforded by con- 
sidering its use in evaluating low-back pain and sciatica 
in men above the age of 45 years. These complaints 
may be caused by osteopathic lesions or by metastatic 
carcinoma of the prostate. In the first instance the 
sedimentation rate will be normal; in the second, it 
will be rapid. A word of caution should be given 
here concerning a frequent mistake made in inter- 
preting this test. The rate will not be increased in 
early carcinoma. The increase depends upon the prod- 
ucts of tissue destruction. There is no appreciable 
tissue destruction in early malignancy. This test should 
not be used to differentiate benign from malignant 
tumors. 


The last of the routine tests we will consider are 
the serological tests for syphilis. All of these are com- 
monly called Wassermann tests, but as a matter of 
fact the Wassermann test is no longer used. One group 
of modern tests consists, for the most part, of modi- 
fications of the old Wassermann complement fixation 
test. Another group consists of the flocculation tests. 
It is considered good practice, and in certain states 
such as Pennsylvania it is the law, to run both a 
complement fixation test and a flocculation test at the 
same time. 


The reason for routine examinations for syphilis 
is found in the oft-quoted saying, “Syphilis is the great 
imitator.” The remark has been used so much that it 
might be considered trite, but it is dreadfully true. 
The interpretation of the results is not always easy. 
The tests are not, as many imagine, specific for syph- 
ilis. The tests depend upon the presence of a sub- 
stance called reagin which is elevated in many condi- 
tions other than syphilis. There are many sources for 
false positive results. Any infectious disease, acute 
malaria, yaws, and other spirochetal diseases may cause 
positive reactions. A few individuals who are syph- 
ilis-free always show high titers of reagin, and their 
serums give persistent positive results. False negative 
results are even commoner. In the first stage of syph- 
ilis positive serological results are not common until 
the fifth or 
of cases may show negative results. In the second 
stage 99 per cent will be positive. In the late and con- 
genital forms of syphilis 10 to 50 per cent false nega- 
tive results are reported. These facts are stated to 
reemphasize that diagnosis is the job of the physician. 


sixth week and even then 25 per cent ° 
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Of all laboratory tests, those for syphilis are most 
often incorrectly thought to be pathognomonic. 

The tests for syphilis cause the greatest dissatis- 
faction with laboratories. Occasionally specimens are 
split and sent to- different laboratories in an attempt 
to check on one of them. The results disagree quite 
often in borderline reactions and the laboratory is 
blamed for poor work. As a matter of fact, results 
of serological tests will differ from laboratory to lab- 
oratory without either being in error. This occurs 
when the results are doubtful or weakly positive. 


Among the biochemical tests most frequently 
ordered is the blood glucose test. The usual basis for 
ordering this determination is glycosuria. This is cer- 
tainly a valid basis for requesting the test, but several 
other equally important indications are often over- 
looked. Diabetes mellitus is far commoner past middle 
life than is generally realized. It is probably true 
that many individuals struggle along for the last half 
of their lives under the unsuspected handicap of dia- 
betes of varying severity. This syndrome should be 
suspected in any case of poor response to infection, 
easy fatiguability, obesity, and unexplained coma, par- 
ticularly after middle life. The classical symptoms 
including glycosuria are, more often than not, absent 
in these unsuspected cases. 


Unfortunately in many of these cases the fasting 
blood glucose levels are high normals or are only a 
few milligrams above normal, and the findings of such 
single determinations are of no value. A glucose tol- 
erance test is far more informative. The diagnosis 
of diabetes mellitus should be based not on the level 
of fasting glucose, but on the height of rise and rate 
of fall after the ingestion of carbohydrates. For this 
reason, postprandial determinations may have more 
value than fasting tests. 


Elevated fasting glucose levels occur in endocrine 
disturbances other than hypoinsulinism. Hyperadren- 
alism, hyperthyroidism, and hyperpituitarism often 
produce this phenomenon. These disorders can often 
be differentiated from pancreatic hyperglycemia by the 
character of the glucose tolerance curves. A 3 hour 
curve is sufficient for the diagnosis of diabetes but 
5 and 6 hour curves are more useful in evaluating 
other endocrine disorders. 


Many internists also use the blood cholesterol 
levels in evaluating the severity of diabetes and the 
response to insulin. The levels are often elevated, but 
drop with successful use of insulin. Persistently high 
cholesterol levels following use of insulin indicate 
difficult cases to stabilize even though glucose levels 
may fall. Cholesterol levels also may be used in the 
evaluation and treatment of hypothyroidism. The 
levels fall toward normal as the basal metabolic rate 
rises. 

The ratio between cholesterol and its esters may 
afford valuable help in estimating hepatic damage. In 
biliary obstruction cholesterol levels tend to rise, as 
this material is excreted in the bile. At the same time 
the percentage of esters tends to fall. This occurs 
because esterification takes place in hepatic cells, and 
as these undergo injury the process is depressed. The 
percentage will drop in many hepatic conditions when 
they are diffuse. Examples are acute yellow atrophy, 
catarrhal jaundice, and infectious hepatitis, the later 
stages of portal cirrhosis, and malignant tumors occu- 
pying the major portion of the liver. In general, in 
hepatic disease cholesterol esters tend to be reduced or 
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disappear regardless of the behavior of the total choles- 
terol levels. 

The liver has so many functions and has such 
great reserve powers that no one test is sufficient to 
determine the status of the organ. Therefore, a tre- 
mendous number of tests have been devised to deter- 
mine liver function and choosing among them is often 
difficult. It is the custom to run more than one- such 
test when studying hepatic function. 

Of these tests, the bromsulfalein excretion test is 
frequently used. Excretion will be decreased under the 
same circumstances as cholesterol esters are decreased, 
but decreased excretion may precede or follow the ester 
decrease. Hippuric acid synthesis from benzoates will 
be depressed under similar circumstances, but a failure 
to excrete may occur in renal decompensation. Mis- 
takes in interpretation may follow unless the renal 
status is evaluated also. 

The cephalin-cholesterol flocculation test-parallels 
the excretion tests but occasionally is positive when 
these are negative. The opposite is also true. As it 
requires only the examination of serum, and nothing 
is given by mouth or injection, this test has advan- 
tages when the liver status is being followed from 
day to day. The thymol turbidity test is perhaps as 
reliable or more so than the previously mentioned 
tests. It is the last test to show normal results fol- 
lowing infectious hepatitis. The disadvantage of the 
test is the expensive equipment necessary. An ex- 
tremely simple and cheap test is that afforded by the 
addition of methylene blue to the urine. In the pres- 
ence of jaundice the amount of dye added to the urine 
must be increased to cause a change from green to blue 
which is the end point. The cause of the reaction is 
not yet clear, and the reliability of the test is not firmly 
established. Results to date are very promising. 


Another group of liver functions besides synthesis 
and excretion can be examined by estimating the 
efficiency of bilirubin metabolism. The icterus index 
evaluation, the van den Bergh test and estimations of 
fecal and urinary urobilinogen are usually reserved 
for cases of jaundice and possible hemolytic anemias. 
It should not be forgotten, though, that much hemoly- 
tic jaundice is subclinical and these tests may be of 
value in the absence of obvious clinical signs. Also, 
there is a bilirubin tolerance test which is used to help 
determine hepatic efficiency. 


The determination of prothrombin time is often 
included in hepatic evaluation procedures because this 
material is manufactured in the liver. The time is 
measured rather than the actual quantity of prothrom- 
bin because measuring prothrombin is at present -a 
very complicated procedure. It has been assumed that 
the time was proportional to the quantity present and 
thus would tell as much as would weight measurement. 
However, evidence is beginning to accumvlate that 
other factors than the quantity of prothrombin may 
effect the time of clot formation. The test is of most 
value at present when done in the presence of an 
excess of thromboplastin as in the method of Ouick 
or some modification of it. However, several things 
should be remembered by the clinician ordering the 
test. Prothrombin may be decreased due to diffuse 
hepatic disease. It may also be decreased due to in- 
adequate intake of vitamin K which is necessary for 
prothrombin formation. Dietary deficiencies of vita- 
min K are not common, but the amount absorbed 
from the intestines may be reduced in diseases produc- 
ing fatty stools and in obstructive jaundice. This 
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last is because bile in the intestine is necessary for 
vitamin K absorption. 

Many clinicians do not realize the inaccuracies in- 
herent in the test. Only large establishments have 
the money needed to make and standardize their own 
thromboplastin. Smaller laboratories must buy theirs 
ready-made and the standardization procedures are ap- 
parently not too well established for the manufactured 
products. Under any circumstances it is a test of 
enzymatic activity and subject to much error as all 
such tests are. Russell’s viper venom has the same 
action as thromboplastin and seems to be more stable. 

In addition, it is often not known that the 
coagulation time of whole blood and the prothrombin 
time do not parallel each other. Coagulation time is 
not shortened until the prothrombin content as esti- 
mated from the prolonged prothrombin time is about 
20 per cent of normal. This is perilously close to the 
point of spontaneous hemorrhage. 

Prothrombin estimations are necessary when using 
dicumarol to lower the prothrombin content to depress 
thrombus formation. Results will be more satisfactory 
and relations between the physician and the laboratory 
will be less strained if it is remembered that dicumarol 
is given by mouth and absorbed from the intestine. 
The degree of absorption varies in efficiency and rapid- 
ity in each individual and therefore the effective dose 
is highly individualized. Also important to remember 
is that dicumarol has a latency period of 24 to 72 
hours, and thus the prothrombin time will not drop 
immediately after dicumarol therapy is instituted. In 
addition, because of the latent period its action is 
cumulative so that when a drop does occur it will be 
severe if the doses were excessive. For rapid action 
heparin is preferable to dicumarol. The action of this 
substance is checked by following the changes in the 
coagulation time of whole blood. 

Blood protein levels are assuming increasing im- 
portance with recent advances in knowledge and the 
number of determinations for total protein content 
and for the amounts of albumin and globulin frac- 
tions present have increased markedly in the last few 
years. Minimal protein deficiencies are being demon- 
strated to be exceedingly common among middle aged 
and older people. Elevation of these levels to normal 
is usually associated with a general improvement in 
health. Fatigue is decreased and weight is lost due to 
decrease of subclinical edema. Healing power and 
resistance to infection improve. It must be remem- 
bered that the protein deficiency exists in the tissues 
as well as the blood and that the storage denots must 
be filled before the blood levels will rise. Thus more 
therapy is needed to raise blood levels than many 
realize. 


Protein-deficient individuals are peculiarly liable 
to develop shock: thus the elevation of protein levels 
to normal is becoming a standard preoperative pro- 
cedure. Also, these individrals quickly develop edema 
and if intravenous fluids are not used judiciously, they 
are easily drowned by pulmonary edema. This is 
almost an impossibility in dehydrated individuals with 
normal protein levels, but in hypoproteinemia the 
reverse is true. 


Tests for kidney function involve much the same 
problems as those for liver function. There is no 
one completely satisfactory test. Most will not be 
nositive until only 20 to 30 per cent of functional 
kidney remains. One satisfactory test, the Mosenthal, 
has already been mentioned. The phenolsulfonphthalein 
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test is slightly more complicated but not so much so 
as to be prohibitive. It has the advantage that the 
status of the kidneys can be evaluated separately by 
use of ureteral catheters. The most satisfactory test 
is probably the urea clearance test. This is sometimes 
not practical for reasons of finance or time, but the 
results are highly informative. Estimations of blood 
urea nitrogen, nonprotein nitrogen, or other members 
of this group are of value in diagnosis and prognosis 
in renal decompensation, but do not show early renal 
disease due to the great reserve powers of the kid- 
neys. It is of interest to note that the simultaneous 
determination of urea nitrogen and nonprotein nitrogen 
is another method whereby liver function can be evalu- 
ated. Because urea is formed in the liver, a fall of urea 
nitrogen and a simultaneous rise in nonprotein nitro- 
gen is highly suggestive of liver damage. 


Uric acid determinations are useful in searching 
for renal disease. This blood constituent is said to 
rise before the urea nitrogen in acute and chronic 
nephritis. It will also rise just before and during an 
exacerbation of gout. The idea is gaining ground 
that much gout is being misdiagnosed as osteoarthritis 
and perhaps the disease should be suspected more 
often. 


Rickets is a process that is often looked for and 
for which laboratory aid is asked. The layman feels, 
perhaps due to milk advertisements, that it is a calcium 
deficiency disease. It is general professional knowl- 
edge, however, that the disease is primarily one of 
vitamin D deficiency and that hypocalcemia is not the 
usual finding. It is true that low calcium can produce 
rickets-like diseases such as renal rickets, but these 
states are not true rickets. Calcium is decreased in 
hypoparathyroidism, osteomalacia, famine states, ana 
hypoproteinemia. Conversely it is increased in hyper- 
parathyroidism. 


Phosphorus bound to inorganic radicals is the 
converse in many ways of calcium. It is always de- 
creased in rickets and hyperparathyroidism and is in- 
creased in hypoparathyroidism. As phosphorus com- 
pounds are necessary for the metabolism of glucose, the 
inorganic forms decrease as the blood sugar rises 
following carbohydrate ingestion or administration of 
insulin or adrenalin. There is a failure to excrete 
phosphates in. renal insufficiency; therefore, they rise. 
This is a late finding. 


Examinations for calcium and phosphorus are 
often associated with tests for alkaline phosphatase 
activity. The term “alkaline” is employed because 
there exists more than one variety of phosphate en- 
zyme. Some of these work best in a pH above 7.0 
and others below 7.0. The alkaline variety is increased 
whenever bone is being made as in healing fractures 
or osteoblastic tumors. It is also elevated in hyper- 
parathyroidism, Paget’s disease, rickets, and osteo- 
malacia. It is not elevated in the various types of 
arthritis, Ewing’s tumor, osteoclastoma, or senile os- 
teoporosis. These last facts are of value in the dif- 
ferential diagnosis of osseous lesions. Alkaline phos- 
phatase tends to rise in diffuse liver disease, as it is 
excreted by normally functioning liver into the bile. 


Phosphatase that is active at a low pH has gained 
considerable importance recently. A rich source of this 
acid enzyme is prostatic epithelium. Plood levels are 
usually less than one unit if the determinations are 
done at a pH of 4.5. Normally the enzyme is not 
present in the blood in large quantities because it 


PROCEDURES—BUTTON 


Journal A.O.A. 
May, 1948 


passes out of the body with the prostatic secretions. 
Production takes place not only in normal but also 
in neoplastic prostatic epithelium. In cases of meta- 
static prostatic carcinoma the blood levels will tend to 
rise to more than one unit. Under these circumstances 
the enzyme cannot be discharged from the body and 
is absorbed into the blood stream. It must be remem- 
bered that normal levels do not rule out prostatic 
carcinoma. They do tend to rule out metastasis but 
even this interpretation is subject to a small percent- 
age of error. 

Another commonly determined blood enzyme is 
amylase. The interpretations of the levels of this sub- 
stance are constantly being revised. There does seem 
to be a distinct rise in the early stages of acute pan- 
creatic necrosis but the rise may not be maintained. 
Low levels are reported in diffuse hepatic diseases. 

Serum lipase is another enzyme that is reported 
to be elevated in acute pancreatic disease and in car- 
cinoma of the pancreas. The elevation is said to be 
maintained longer than that of serum amylase and 
some think that this determination is therefore of 
more value in the latter stages of the acute process. 

The discussion of this enzyme points up the fac! 
that there exists a vast discrepancy between actual 
practice and what is written in books. Every recent 
book on laboratory diagnosis has a discussion concern- 
ing the determination and interpretation of the levels 
of lipase activity. The reader might well gain the 
impression that it is a standard laboratory procedure. 
whereas it has been reported to us verbally, and per 
haps incorrectly, that only one laboratory in Philadel 
phia in addition to ours attempts to make the deter- 
mination. Authors are only human and apparently 
strive towards academic instead of practical complete- 
ness in their works. This is often misleading to clini- 
cians. Laboratories are constantly being pressed by 
physicians to undertake tests that are unestablished 
as.to value. or are hopelessly impractical from the 
standpoint of expense. This is dre to failure of au- 
thors to qualify their remarks concerning newly de- 
veloped procedures. 

The typing of blood for both the four major 
blood groups as well as the various Rh factors is occu- 
pying increasingly more laboratory time, because of 
the increased incidence of blood transfusions in hos- 
pital practice. Some blood banks routinely determine 
the Rh of each donor, and depend upon the physician 
to order Rh determinations on the recipient. Other 
banks have found that it is wiser to routinely deter- 
mine the Rh of the recipient as well. 


Sometimes a request is made to determine by 
blood typing whether a man is the father of a certain 
child. This cannot be done. It can be determined 
whether a man could or could not be the father, but 
paternity cannot be ruled in. Only the possibility of 
paternity can be ruled in or out. 


Before closing this discussion. it seems wise to 
restate some facts concerning biopsy. This extremely 
valuable procedure should be used whenever there is 
suspicion of tumor except in the presence of certain 
contraindications. These contraindications are few. but 
they are quite definite and easy to remember. It does 
not seem wise to biopsy bone. Lesions of bone are 
extremely vascular and blood stream metastasis fol- 
lowing biopsy of bone tumors is too common. The 
x-ray does a far safer and more satisfactory jol) 
The capsule of lymph nodes should not be invaded. 
The whole node should be removed. In fact, whenever 
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possible, the whole tumor should be removed in any 
case. According to many’ imposing lists of statistics, 
metastasis is not hastened by biopsy except as men- 
tioned above. 

The method of Papanicolaou for diagnosing malig- 
nancies of the uterus has attracted much attention. 
Its value needs some clarification. It finds its greatest 
usefulness as a screening mechanism in gynecological 
clinics when done on all patients as a routine measure. 
It is occasionally reported as showing a positive finding 
when cervical or endometrial biopsy is negative, but 
it is also negative at times when the other two are 
positive. The procedure cannot supplant the examina- 
tion of cervical or endometrial tissue and those who 
developed the method did not intend that it should. 
To the physician in private practice the smears should 
be taken as adjunctive to and not in place of the older 
biopsy methods. 
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We all hope that in the near future less cumber- 
some and equally valid methods as the biopsy will be 
developed for the diagnosis of malignancy. But today 
the old dictum is still true, “Biopsy is the court of 
first and last appeal.” 

To repeat briefly what has been stated before, the 
laboratory cannot diagnose disease. It can materially 
aid in the diagnosis, but diagnosis is a function of the 
physician alone. To gain full value from laboratory 
data as much knowledge as possible of the physiology 
of the disease is necessary. A few possible interpreta- 
tions of results of common procedures have been 
given as examples. The purpose was not to confuse, 
but to emphasize the thought that the data obtained 
must be applied to each case individually. 
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Medical and Surgical Management of Osteomyelitis, With 
Special Reference to Penicillin and Sulfonotherapy* 


JACK M. WRIGHT, B.S., D.O. 
Toledo, Ohio 


In a paper on a subject which is constantly being 
investigated, I feel that the best approach is a summary 
of the work that has been done in the past by investi- 
gators throughout the country. With that in mind, I 
have reviewed all the available papers presented on this 
subject over the past 6 years. It is impossible to fore- 
tell the final outcome of the treatments described 
herein, as constant experimentation and new modes of 
treatment rapidly supplant and outmode accepted 
treatments of today. 

First, I should like to review briefly some pertinent 
points in regard to osteomyelitis in general. This 
disease is for the most part confined to growing bone 
and thus 90 per cent of cases occur between the ages 
of 8 and 16. In most instances, long bones are affected 
in the metaphysis which has a rich blood supply com- 
posed of numerous capillary loops and sinuses that are 
end vessels and which provides a mechanical factor in 
the disease process. In addition the causative organisms 
tend to survive in greatest numbers in the metaphysis, 
indicating a lowered resistance in that part of the bone. 

Osteomyelitis is more apt to affect those whose 
powers of resistance are impaired because of exposure 
to cold, damp weather, or because of general weakness 
from previous or concurrent disease. The most fre- 
quent factors giving rise to osteomyelitis are boils, 
small infected blisters, and abrasions of the skin, al- 
though subcutaneous cellulitis, abscesses, and suppura- 
tive processes anywhere in the body may occasionally 
give rise to secondary bone infection. The importance 
of traumatism in the production of osteomyelitis is still 
under discussion and no conclusions are to be drawn 
as yet. Pyogenic osteomyelitis is caused, in over 90 
per cent of the cases, by staphylococci, particularly 
Staphylococcus aureus. The remaining 10 per cent are 
. due mainly to hemolytic streptococci. 

Pyogenic inflammation produces essentially the 
same changes in bone as it does in other tissues. With 
increasing production, pus within the bone is forced 
toward the least resistant exit. This is usually by way 
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of the haversian canals through the cortex to the 
periosteum. Pus collecting beneath this membrane ex- 
tends and raises it from the cortex. This stripping of 
the periosteum can extend downward only to the 
epiphyseal line where it is stopped by the firm attach- 
ment of the periosteum at that point. As the periosteum 
is raised from the cortex, the periosteal vessels passing 
to the cortex are torn, and this denuded area of the 
shaft becomes necrotic. In cases where the pus cannot 
escape rapidly enough by this route, it is forced back 
into the medullary cavity and a medullary phlegmon is 
formed with resultant death of a large portion of the 
shaft. The stage of acute inflammation gradually ceases 
when the tension on the exudate in the bone is relieved. 
The extension of the necrosis stops, localization of the 
infection occurs, and the process of repair begins—with 
formation of sequestra and involucra. 

Campbell’ divides the course of osteomyelitis into 
four states—acute, which is discussed above, subacute, 
chronic, and residual. The subacute stage is character- 
ized by destruction of bone, usually extending through- 
out the entire shaft, and advanced osteoporosis. 
Numerous cavities honeycomb the bone and, as a rule, 
there is massive involucrum formation which may 
surround sequestra. When only a slight amount of in- 
volucrum or none at all forms, a pathologic fracture 
may occur. Unless the process is arrested by proper 
treatment, this stage of increasing bone formation and 
sequestration with discharging sinuses may persist 
indefinitely. A low grade fever signifies continued 
activity of the pyogenic process. In the chronic stage, 
constitutional symptoms subside and the reparative 
process continues. Sequestra are definitely localized and 
are discernible in the roentgenogram. Even the newly 


‘formed bone or involucrum may eventually sequestrate 


because of a deficiency of the blood supply. Usually the 
bone becomes sclerotic and sinuses may lead from the 
skin surface directly to large cavities or to sequestra. 
The chronic stage may persist for years and there may 
be an acute exacerbation of symptoms at any time as a 
result of trauma or lowered general resistance. The 
culmination of the process, or the residual stage, is 


recognized by a complete cessation of symptoms and 
drainage, and the roentgenographic demonstration of 
a material change in the structure of the bone, generally 
accompanied by an increase in dimension. The bone is 
eburnated and of low quality, and in the surrounding 
structures there is some measure of scar tissue. If 
drainage has taken place, either spontaneously of 
surgically, the skin adheres to the bone. Adhesions 
develop more often when a subcutaneous bone, as the 
tibia, is involved. Since the circulation to the bone is 
deficient, through the scar tissue, the slightest injury 
may impair the local blood supply and lead to necrosis 
and sequestration. 

The treatment during any one stage will, of course, 
depend upon the clinical aspects, laboratory findings, 
and roentgenograms at that particular time. Certainly 
during the acute stage it may be necessary to relieve 
surgically the tension in bone caused by increasing pus 
accumulation.’ In all papers written on this subject, the 
authors are at variance on the belief that reparative 
processes are accelerated by some degree of surgery. 
Since the Orr method® and the Carrel-Dakin* and 
maggot treatments are well known, this paper will 
present a resume of sulfonamide and penicillin therapy. 

The use of either or both of these does not neces- 
sarily exclude the use of surgery. In the earlier days of 
sulfonamide therapy, the results of the treatment of 
bone infections were disappointing because sulfanila- 
mide and sulfapyridine were the drugs in general use, 
and they have relatively little effect on staphylococcic 
infections. The introduction of sulfathiazole and sulfa- 
diazine has altered the picture because the growth of 
both staphylococci and streptococci is inhibited by con- 
centrations of these drugs, and bacteria which are free 
in the blood stream are particularly vulnerable. Or- 
ganisms in the tissues, in areas of inflammation, and in 
abscess cavities, are less vulnerable for several reasons: 


1. Actual contact of the drug with bacteria is 
necessary and the effectiveness of the drug varies 
directly with the concentration. The concentration in 
the tissues is only about one-half that in the blood 
stream and it is probable that many bacteria in inflamed 
areas are so well walled off from the blood stream 
that very little of the drug reaches them. 

2. The action of the sulfonamides is inhibited by 
products of tissue destruction. 


3. In low-concentrations, the drugs do not kill 
bacteria, but merely inhibit their growth, after which 
they are destroyed by the defense mechanisms of the 
host. It is thus far evident that the sulfonamides in the 
blood stream cannot exert their maximum effect upon 
bacteria in localized areas of disease. This is especially 
true in chronic osteomyelitis where some of the bacteria 
may be thoroughly isolated from the blood stream, and 
located in areas where the leukocytes cannot reach and 
destroy them. On the other hand, there is now suffi- 
cient clinical evidence to warrant the conclusion that 
the systemic administration of sulfadiazine and sulfa- 
thiazole in acute osteomyelitis or acute exacerbations of 
chronic osteomyelitis usually has a beneficial effect not 


only upon the septicemia but also upon the local disease.. 


It is the opinion of some writers that most cases 
of acute osteomyelitis can be cured by the systemic 
administration of sulfathiazole, and that operation is 
rarely necessary. At present, this school is in the 
minority—the majority believing sulfathiazole therapy 
to be a valuable adjunct but that the focus in the bone 
should be drained and the part immobilized. 


MANAGEMENT OF OSTEOMYELITIS—WRIGHT 


Journal A.O.A. 
May, 1948 


In chronic osteomyelitis, continuous administra- 
tion of the sulfonamide drug over a long period will 
lessen the amount of discharge, but it will not cure the 
disease. Here the problem is largely a mechanical one 
of removing dead and infected bone, and of covering 
the remaining living bone with soft tissue that has an 
adequate blood supply to permit healing. This method, 
proved very satisfactory in a large series of cases 
reported by Dickson and associates,® is in direct con- 
trast to the Orr method where the wound is left open 
and loosely packed with vaseline gauze and permitted 
to heal by granulation. In a series of 101 cases treated 
by Key,® the adult patients were given sulfathiazole 
in doses from 1 gram every 6 hours to 1 gram every 
4 hours on the day previous to surgery or earlier. This 
was continued for about a week after operation. Chil- 
dren were given the drug in smaller doses according 
to their body weight. In addition, from 2 to 5 grams of 
the drug were sprinkled in the wound. Routine blood 
levels were taken, fluid intake and output were watched, 
and fluids were forced to a moderate degree. Reaction 
to the drug occurred in only 6 patients, suppression of 
urine in 1, hematuria in 1, and skin rash in 4. All 
subsided promptly when thé drug was discontinued by 
mouth, and fluids were forced. In 60 of these cases, 
the wounds healed by primary intention and all others 
were healing when the report was made. 


In another series of 31 cases by Wilson and Mc- 
Keever,’ the impression gained was that, with the use 
of the drug, there were probably fewer instances of 
massive bone necrosis, and that repair in the involved 
bone seemingly occurred more rapidly. Their conclu- 
sions were as follows: 


1. Chemotherapy with sulfonamide drugs is a 
valuable addition to the treatment of acute osteomyelitis 
and should be used routinely. 

2. The incidence of death and of multiple bone 
involvement is reduced by routine sulfonamide therapy. 

3. The greatest effect is on the infected blood 
stream, which is promptly sterilized. 

4. In an occasional mild case, the patient may re- 
cover by chemotherapy alone. 


5. Well-timed surgical drainage of abscess and 
pyogenic granulomata is not supplanted by chemo- 
therapy in the treatment of acute osteomyelitis, and 
should never be withheld from the patient with the 
false hope that recovery will result without drainage. 


A series of 56 patients with acute hematogenous 
osteomyelitis treated at Duke University Hospital* 
during the past 3 years, were placed on a rigid routine 
which varied only in its surgical aspect. In addition to 
sulfathiazole and sulfadiazine which was given in 
quantity sufficient to maintain a 4 to 8 milligram per 
cent level, a high vitamin diet was established in con- 
junction with accessory vitamins such as ascorbic acid, 
thiamin chloride, nicotinic acid, and oleum _perco- 
morphum. The maintenance of a sufficient fluid intake 
to combat dehydration and supply needed chlorides and 
carbohydrates is essential and is supplemented also by 
administration of whole blood transfusions of 150 to 
200 cc. daily or as indicated. Adequate doses of 
staphylococcic antitoxin are also given if the white 
blood count indicates that the patient is not producing 
sufficient antitoxin to combat the toxemia. The results 
were most gratifying. Of the total number of cases, 
30 patients had surgical incision and drainage, and 26 
were treated without drainage except for aspiration. Of 
the 30 patients treated with surgery, 21 had draining 
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sinuses. Of the 26 patients treated without surgical 
drainage, 21 had never had a draining sinus. The 
conclusion was that the morbidity of the disease could 
be reduced if surgical drainage is not used. 

In a series of 64 cases of acute osteomyelitis 
treated in U. S. Naval Hospitals,® exactly 50 per cent 
of the cases showed dramatic improvement with peni- 
cillin therapy. From this small number of cases, certain 
conclusions were drawn: 


1. That secondary infection of the wound by 
Bacillus pyocyaneus is not influenced by penicillin 
therapy 


2. That the presence of a sequestrum, a bone 
plate, or other foreign materials prevent penicillin from 
sterilizing an infected wound 


3. That adequate surgery must still go hand in 
hand with chemotherapy. 


4. That longstanding cases or chronic tases ap- 
pear to be less amenable to treatment than the early 
ones. 

In the cases reported above, the average dosage 
of penicillin given was 1,152,000 Oxford units. 

In a report from the Annals of Surgery’® on peni- 
cillin in chronic osteomyelitis, Anderson and his asso- 
ciates reported 40 cases treated with penicillin. In 25 
of these cases it has been possible to follow up the 
cases for a period of a year or more. Most of this num- 
ber had received intensive sulfonamide therapy without 
benefit and many had had recent surgery. All received 
penicillin intravenously or intramuscularly every 3 or 4 
hours. A few received a portion of the penicillin by 
the continuous intravenous infusion route. The use of 
penicillin locally without simultaneous parenteral ad- 
ministration has been ineffective. When used in con- 
junction with systemic therapy, local administration of 
penicillin may offer certain advantages. Since sequestra 
have no blood supply, penicillin from the blood stream 
reaches bacteria present in sequestra with difficulty. 
Osteomyelitic cavities within sclerosed bone, although 
particularly vascularized, present a similar problem, 
since penicillin will not diffuse into such areas from 
the blood stream in adequate quantities. Anderson, with 
surgical intervention, cut a window in the bone to 
permit curettage, but the cavities were not saucerized. 
Penicillin reached this area then both from the blood 
stream and through catheters directly into the bone. In 
this manner it was possible to maintain a high concen- 
tration in the very area where it was needed the most. 

Penicillin, by inhibiting the growth and multiplica- 
tion of bacteria, will arrest the infection in a high 
percentage of cases and thus allow healing to take 
place. In only a small percentage of cases does the use 
of penicillin fail to produce significant improvement. 

In an article by Harford and associates," the con- 
clusions drawn were that remarkable improvement 
occurred in cases of acute osteomyelitis, treated with 
penicillin, but that treatment of chronic osteomyelitis 
was somewhat disappointing. Patients with chronic 
osteomyelitis showed temporary improvement with 
cessation of drainage and closure of sinuses, but in 
most cases there was eventually a recurrence of symp- 
toms. We have observed the same results here in our 
limited number of patients treated with penicillin. It 
does seem, however, that the reduction of fever and 
clinical improvement brought about by penicillin will 
make patients with chronic osteomyelitis better subjects 
for subsequent surgical procedures. It seems likely 
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also, that the risk of acute spread of infection resulting 
from surgery can be eliminated by the use of penicillin 
both preoperatively and postoperatively. 


A series of 3,176 cases of acute hematogenous 
osteomyelitis treated by various surgeons was reviewed 
by Kenney.** The conclusions drawn are that the mor- 
tality before chemotherapy was 23 per cent on the 
average, 46 per cent in the toxic cases and about 3 per 
cent in the nontoxic cases. After sulfonamide therapy, 
the mortality was 3.5 per cent in all cases. Previous 
to the use of the drug, early bone decompression was 
almost prohibited by the severe mortality. Yet early 
bone decompression yielded the best results from the 
standpoint of later integrity of bone and function of 
the member. The sulfonamide drugs have not proved 
of value so far as the local pathologic process is con- 
cerned, however. 


Six cases of acute hematogenous osteomyelitis 
presented by Harford, Martin, Hageman, and Wood™ 
received massive doses of penicillin, averaging a total 
of 2,548,000 Oxford units showed within 1 week 
after treatment was begun, definite and conclusive 
improvement. In each case, blood culture was negative 
after 10 days and after from 40 to 80 days the patients 
were apparently well and x-rays showed healing of 
the process. The therapeutic response in chronic osteo- 
myelitis was less encouraging. Four of 7 patients 
treated were improved, 2 received at least temporary 
benefit, and one had gone for more than 12 months 
without drainage from the original sinus. 


Blake** has concluded that in staphylococcic infec- 
tions such as osteomyelitis, sinus thrombosis, and 
others, “with or without staphylococcemia, the sulfona- 
mides, though occasionally beneficial, have on the whole 
been disappointing. Penicillin, on the other hand, has 
proved very effective in a high proportion of cases and 
is unequivocally the drug of choice. Failures do occur, 
of course, possibly because of the fact that some strains 
of staphylococci contain penicillin inhibitor, as recently 
shown by Kirby.” 


Altemeier and Helmsworth™ treated 34 cases of 
acute osteomyelitis with penicillin. There were 25 cases 
of acute hematogenous osteomyelitis of the long bones, 
some of which also showed involvement of the flat 
bones of the pelvis. The ages of the patients showed 
the prevalence of the disease in the young. Nine of the 
patients were females and 25 were males. Staphylococ- 
cus aureus was the etiological agent in 29 cases. Solu- 
tions of the sodium salt of penicillin in sterile isotonic 
saline with a concentration of 5000 units per cc. were 
used in all but 1 case in which the calcium salt was 
used. The solution was administered by continuous drip 
in 10 cases and by interval intravenous or intra- 
muscular injections in the remainder. A dose of 
1.500,000 or more units administered over a period of 
2 or more weeks is the effective dosage according to 
these investigators, depending upon the severity of the 
condition present. of course. If the diagnosis was made 
early and penicillin treatment instituted promptly with- 
out surgical drainage, both general and local infections 
were brought under control so thoroughly that only a 
minimal amount of residual bony damage resulted. 
Moderate delay in diagnosis and treatment increased 
the extent of bony damage, but the infection was 
nevertheless quickly arrested without the aid of drain- 
ave and without sequestration. Altemeier’® reviewed 
observations on another 52 cases of acute hematogenous 
osteomyelitis and found the infective agent to be 
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Staphylococcus aureus in, 42 cases, Staphylococcus 
albus in 3, Streptococcus hemolyticus in 1. The agent 
was not determined in the others. A total dose of at 
least 1,500,000 units of penicillin was administered. All 
except 1 patient, who was moribund at the time of 


hospitalization, recovered under this treatment. 


Ferrer*® of the Army Medical Corps advises 
massive doses of penicillin—about 200,000 units daily, 
but believes the use of penicillin will not obviate the 
need for good surgery. In reference to chronic osteo- 
myelitis he states that “Penicillin alone is of no value. 
. . « These chronic cases are not simply a problem of 
infection; they involve wound healing, protein deple- 
tion, disturbed fluid balance, anaemia, hypovitaminosis. 
... It is felt that once completely adequate surgery has 
been done, most bones and wounds will heal as rapidly 
under sulfonamide therapy as under penicillin, however 
penicillin is distinctly superior to the sulfonamides in 
permitting complete surgery earlier and with greater 
safety.” 


Grace and Bryson," on the other hand, are staunch 
supporters of penicillin therapy for chronic cases of 
osteomyelitis. Their case reports show very gratifying 
results although their follow-up period has been usually 
not over a year. They denounce the so-called radical 
saucerization procedure as unnecessary and disfigur- 
ing. Their treatment follows the line of chemotherapy 
alone with surgical interference reduced to a minimum. 
They advocate the use of a detergent or rather a 
penicillin-detergent combination whereby the isolation 
of penicillin-susceptible bacteria in sequestra, sclerosed 
bone, abscesses, and poorly vascularized sinus tracts is 
eliminated. All foci of infection in the body are first 
removed and active treatment of the osteomyelitis 
follows. The patient is hospitalized for 10 days and 
during this period he receives penicillin as follows: 
injections of approximately 3 cc. of a solution of 
200,000 units of penicillin dissolved in 25 cc. of aerosol 
O.T. or sodium tetradecyl sulfate 0.1 per cent into each 
sinus every 3 hours. This is supplemented by intra- 
muscular injections of 20,000 units every 3 hours for 
the first four doses, and then 10,000 units every 3 hours 
for the remainder of the hospital stay. 


Compere and his associates'* report on 12 cases of 
acute hematogenous osteomyelitis controlled by penicil- 
lin or by a combination of penicillin and sulfonamides. 
Surgery was performed in 4; in 1 for the removal of a 
small sequestrum and in 3 for the drainage of an 
abscess. Compere states that “penicillin appears to be 
more effective in acute hematogenous osteomyelitis 
than any other therapeutic agent. Early use of penicillin 
in adequate doses administered at frequent intervals 
may not only cure the initial infection, but prevent 
spread to other bones and in the majority of cases 
makes surgery unnecessary.” Recurrences may occur 
if penicillin is stopped too early. 


In my review of recent literature I came across an 
interesting case. Shulman'® reported a case of acute 
hematogenous osteomyelitis of the proximal femur in 
an infant 19 days old. Treatment consisted solely of 
intramuscular injections of penicillin 10 000 units every 
3 hours to a total of 60,000 units. Clinical improve- 
ment began on the fourth day and the drug was 
discontinued on the eleventh day. After the second 
week, the child voluntarily moved the leg although he 
still obiected to active movement. Discharge from the 
hospital occurred on the thirty-seventh day. 
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A clinical and bacteriologic study of the results 
of treatment of chronic osteomyelitis with penicillin, 
with and without surgical intervention, was made on 
47 patients and presented by Buchman and Blair.*° 
They concluded that the treatment of chronic osteo- 
myelitis with intramuscular injections and local applica- 
tions of penicillin to the exclusion of surgical inter- 
vention is totally ineffectual and that the treatment 
with preoperative and postoperaive administration of 
penicillin, with thorough saucerization of the focus and 
healing of the resultant wound by granulation is not 
materially influenced by the drug. The treatment with 
preoperative and postoperative intramuscular ad- 
ministration of penicillin, thorough saucerization of the 
focus and primary closure of the wound, however, has 
given extraordinarily good results. Staphylococci 
which persisted in wounds over a relatively long period 
tended to become increasingly more resistant to peni- 
cillin, that is in wounds healing by granulation or by 
delayed closure. In no instance did increased resistance 
of the staphylococci occur in patients treated by peni- 
cillin without surgical intervention. 

Amputation for chronic osteomyelitis is still a 
controversial point to many men. Key” of St. Louis is 
one of these who believes that many adult patients and 
surgeons are needlessly waging a hopeless battle to 
conquer a severe chronic infection. Indications foi 
amputation are not easily defined although of cours: 
where a useless encumbering member results, such a 
procedure should be carefully considered. Where the 
disease process is more active and has greatly curtailed 
the activities of the patient over a period of years or 
even endangered his life, either from an acute exacer- 
bation of the disease or from kidney damage caused by 
the ‘infection, amputation is the treatment of choice. 
The disease in the bone must be so extensive that it 
cannot be cured by surgery and chemotherapy. 


None of the patients reviewed by Key were treate« 
with penicillin, but he believes that its use would have 
made little difference in the final outcome in any of 
them. In patients with kidney damage, amputation 
should not be delayed too long. The administration of 
sulfathiazole by mouth before and after surgery 
permits primary closure of the wound. Key has sum- 
marized all of his experience in regard to chemo- 
therapy in osteomyelitis with the following statement. 
“Acute and chronic osteomyelitis are surgical condi- 
tions in which sulfathiazole and penicillin are valuable 
adjuncts to, but rarely substitutes for, sound surgical 
treatment.” 


Lehman* has made two interesting points which 
I believe are worthy of considerable thought. The first 
concerns the possibility of predicting those cases in 
which surgical operation may be entirely avoided and 
supplanted by the use of penicillin or sulfathiazole, or 
both. The second is concerned with the later fate of 
those bones from which no sequestra has been removed 
and from which suppuration has so promptly ceased. 
Ts it to be expected that bones once infected and treate:| 
with adequate chemotherapy will be subject to recur- 
rences? Only time and considerable study of hundreds 
and hundreds of cases will answer these questions. 


CONCLUSIONS 
1. Surgical intervention in acute osteomyelitis is 
now being questioned by some physicians, but they are 
in the minority. 
2. Sulfathiazole and sulfadiazine are the sulfona- 
mides of choice in the treatment of osteomyelitis. 
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3. Penicillin therapy, adequately available, is rapid- 
ly supplanting the use of the sulfonamides in the 
treatment of acute osteomyelitis. 

4. Chemotherapy has greatly reduced the mortality 
of osteomyelitis and enhanced the value of early surgi- 
cal intervention where indicated. 

5. A new treatment method using a detergent- 
penicillin combination in chronic osteomyelitis has been 
offered. 

_ 6. Amputation in chronic osteomyelitis is indi- 
cated as described above. 


1614 Broadway 
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It has been estimated conservatively by the inulin 
clearance method that the quantity of filtrate formed 
by the human kidney is about 125 cc. a minute or nearly 
200 liters in 24 hours. This means that the functioning 
portions of these organs, the glomeruli, have to do with 
more than 200 quarts of blood each day. To accomplish 
the renal function there are about a million individual 
units (nephrons) and 45 miles of tubules exclusive of 
the collecting tubules. The activities of these many 
parts are so devised that they work and rest alternately ; 
only a relatively small per cent of them is functioning 
at a given time. The fact that human beings who have 
undergone nephrectomy live relatively normal lives for 
many years proves that adequate kidney function can 
be maintained with no more than one half the usual 
amount of kidney substance. One can assume from this 
that the clinical manifestations of disease of the kidney 
are indistinguishable until more than half of the func- 
tioning parts have become pathological, or until the 
power of filtration in all of the nephrons has been 
reduced more than 50 per cent. 


Clinical diagnosis, then, begins at a point where 
rather marked renal changes are present. If those 
changes are chronic and irreversible, there is no logical 
basis for a diagnosis of “a little kidney trouble,” and 
no honesty in a prognosis of cure. Our approach, in 
this circumstance, is based upon utilizing to the greatest 
advantage, the structures which remain intact. To do 
this, one must understand the physiology of the kidneys 
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and be aware of the relation of that physiology to other 
organs and systems of the body. It is not enough to 
examine the urine. Nor is it scientific to administer 
drugs which will increase the output of fluid just be- 
cause the patient passes small amounts of urine. 
Neither can one hope to cure the disease or “normalize” 
or “stimulate” the kidneys by adjusting a vertebral 
lesion or establishing a Chapman reflex. The therapeutic 
regimen is not so simple, if it is to have its basis in 
physiological concept. 

On the other hand, if the pathology is acute, and 
its cause is removed, kidney disease is self-limiting and 
there are some complete cures with many other clinical 
cures and few deaths. Because of the great numerical 
reserve of functioning parts, a large percentage of the 
nephrons might be destroyed permanently and the 
patient still remain in perfect health clinically. If the 
damage is extensive, however, he becomes a victim of 
chronic medical disease of the kidneys and a subject 
for treatment throughout his life. Such is the back- 
ground of chronic glomerulonephritis. In the acute 
case, cure is the desired goal of treatment. The cure 
depends upon the adequacy of the therapy applied to 
the germ, the toxin, or the chemical which has invaded 
the glomerulus. 

Nature has provided functioning kidney in gen- 
erous amount, so that the ravages of acute diseases may 
be minimized ; but when this margin of safety has been 
exceeded, the same medical skill and perspicacity is 
needed in management as that required for the care of 
the crippled heart. In either case, the principles under- 
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lying treatment depend upon a knowledge of physi- 
ology. If we know how the normal kidney works, we 
have a clearer understanding of how to preserve the 
undamaged portion so that it may be used longer, more 
safely, more comfortably, and with less secondary 
effects in other parts ot the body. The recognized 
treatment of even 2 decades ago, we know now, was 
illogical and ineffective. No patients improved, except 
psychologically ; many suffered unnecessarily, and some 
died before their time because of the accepted treat- 
ment. New knowledge of renal physiology has changed 
therapy for the better. 

The physiology of the kidney consists of the sum 
total of the activities of the million nephrons in its 
cortex. Analysis, then, resolves itself into the “how 
and why” of nephron function. Knowledge in this field 
began in 1842 when Bowman discovered the capsule 
which bears his name. This capsule is an extended 
extremity of the renal tubule which surrounds the 
capillary tufts of the arteriole and venule entering and 
leaving the glomerulus. What could be more logical 
than tor this arrangement of tubule around blood 
vessel to act as a filter to remove water and other 
substances from the blood plasma? However, such 
cannot be the exact explanation because various sub- 
stances are concentrated in the urine in different 
degrees. If filtration were the whole process, all would 
be concentrated to the same degree. Sugar would be as 
normal a finding as salt in the urine. We know this is 
not correct. 


Yet, the anatomical structure of the renal vessels 
strongly suggests that the glomerulus is a filter unit. 
Filtration is the result of a greater force on one side 
of a membrane than on the other side. The afferent 
arteriole is of wider lumen than the efferent venule. 
The renal artery comes directly off the aorta in which 
the blood pressure is greater than in its other branches. 
The renal artery is short and quickly divides into its 
brenches so that little of the aortic pressure is lost until 
the glomerulus is reached. In this way glomerular 
pressure is directly influenced by the mean systemic 
blood pressure. But glomerular pressure also depends 
upon the osmotic tension exerted by the protein in the 
blood plasma. The osmotic pressure of plasma protein 
has been estimated at 25 to 30 mm. of mercury. This 
means that the proteins in the blood retard the physical 
filtration resulting from the hydrostatic pressure of the 
blood flow to the degree of 25 to 30 mm. of mercury. 
The chemical composition of the blood assumes similar 
importance to all parts of the bodily economy. If it 
were not so, the elevation of blood pressure, from 
whatever cause, would soon deplete the blood stream 
by way of the urine and tissues. This is one of several 
reasons for the use of a high protein diet in medical 
disorders of the kidney and the reason that more 
protein is recommended when albumin is lost in the 
urine. 

The balance of the hydrostatic pressure of the 
blood flow and the osmotic tension of the blood vessel 
wall in all capillaries of the body is of equal importance 
to the economy of the parts which they supply. Here, 
too, blood protein plays an important role. 

The mechanism of proper maintenance of colloid 
pressure by plasma protein affords the explanation of 
selective filtration whereby protein is held in the blood 
plasma, but it does not account for the difference in 
the concentration of the various materials excreted in 
the urine, for example, salt and sugar. The glomerulus 
acts as a simple filter, so the difference in the concentra- 
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tion of various substances in the kidney must be 
explained otherwise. Wearn and Richards* found the 
volume of urine only about one-tenth to one-twentieth 
of the calculated volume of the glomerular filtrate 
in frogs. 


Water, salt, sugar, and other blood components are 
reabsorbed from the glomerular filtrate. during its 
passage along the proximal and distal tubules of the 
nephron. This reabsorptive function is added to the 
filtration phenomenon of the glomerulus to complete 
the process of concentration and elimination of urine. 
Its complexity disproves any therapy devised to “wash 
out” the kidneys when they are diseased. The adminis- 
tration of large amounts of water to “flush” the dam- 
aged kidney only adds to the work of the remaining 
normal nephrons. These are rested too little because of 
the destruction of some part of the total number avail- 
able. In most cases of medical disease of the kidney, 
it is unwise to force fluids since the only logical result 
of such a procedure is an added burden to a reduced 
number of functioning parts. Even if there were some- 
thing to be “washed out” of the kidneys, adding fluid 
to the blood stream could not accomplish it. 

The nephron serves to-concentrate those unneeded 
substances which are found in the blood stream and to 
reabsorb an amount of those which are needed for 
proper nutrition of the body. It removes the excesses 
and waste products of digestion from the blood, but 
retains the substances required. The end result of the 
total function of the nephrons is expressed in the 
amount, the concentration of the urine, and the compo- 
sitions of both the urine and the blood. The evaluation 
of renal function depends, then, upon the study of both 
the urine and blood. 

There are three main kidney functions: The main- 
tenance of acid-base balance by elimination of acids, the 
elimination of the end products of protein metabolism, 
and the excretion and reabsorption of water in proper 
amounts to maintain a normal water balance in the 
system. By far the most important of these is the 
elimination and retention of water. 


One needs only to reflect upon the high content of 
water in the tissues of the body to realize that its 
distribution has everything to do with the living 
organism. Further thought takes one into consideration 
of the water content of body fluids; the blood, spinal 
fluid, lymph, et¢. Faulty water metabolism, therefore, 
has to do with the chemical composition and dilution 
of all circulating systems. Any defect in its absorption 
or elimination or both, has effects in all parts of the 
body. Finally the problem of water distribution to the 
tissue spaces and to each individual cell in every func- 
tioning part is the major consideration of water balance. 


Certainly there are other than renal factors con- 
cerned in water balance. Too rapid water loss is a 
symptom of diabetes mellitus and glycosuria. It occurs, 
too, in diabetes insipidus without evidence of kidney 
damage. In these circumstances the kidney is called 
upon to increase its work and it responds in magnificent 
fashion. Diarrhea, from whatever cause, increases the 
elimination of water by way of the bowel, thereby 
interfering with the water balance. In this event, the 
kidney reduces its work and decreases the amount of 
water excretion, but at the same time concentrates the 
acids and nitrogen waste to a greater degree in the 
lessened amount of water. The urine becomes patho- 
logical though the kidneys are normal. Even when the 
body temperature is raised as a result of exercise or 
infection and more water is evaporated through the 
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skin in the form of perspiration, the kidney produces 
a lessened amount of a more highly concentrated urine. 
These clinical manifestations serve to prove the im- 
portant role played by urinary function in the main- 
tenance of water balance. They also suggest that faulty 
elimination of water, whether it be dehydration or 
edema from too great or too little loss, has far-reaching 
effects. They demonstrate the reasons for the digestive, 
nervous, and circulatory symptoms which arise in 
medical disease of the kidneys. They emphasize the 
power of the kidney to select the material in the blood 
io be eliminated and that which must be retained. They 
point the direction of diagnostic evaluation toward the 
analysis of amount and concentration of the urinary 
excretion under varying circumstances. Equally im- 
portant, therapy can be planned to utilize the other 
portals of fluid exit—the skin, the respiratory system, 
and the bowel. The value of hot packs when there is 
oliguria depends upon the encouragement of perspira- 
tion. The use of hydroscopic purges, now seldom 
recommended, aimed to remove water by way of the 
bowel. 


It is quite apparent that the diagnosis of faulty 
renal function depends upon the tests which have been 
contrived to estimate the amount of urine excreted and 
its concentration. Obviously, the amount eliminated 
within a given period can be considered normal or 
abnormal only when the total intake is known ; 1500 cc. 
in 24 hours may be an average and yet be subnormal or 
abnormal in the large or small water drinker. It is an 
individual determination for which there is no normal 
amount. 


The specific gravity is also a variable which 
depends upon the concentration of the urine and the 
amount of water it contains. The urinary concentration 
tests have been devised as indices to water elimination 
and as criteria of the ability of the kidney to concen- 
trate solids in that water. They are of considerable 
diagnostic value, but mostly they prove the practical 
uselessness of the single specimen urine examination 
and the insecurity of interpretation of medical disease 
of the kidney by means of a 24 hour specimen. A physi- 
cian cannot, honestly, assure the patient that his kidneys 
are normal because the urinalysis report is normal. Nor 
can he declare kidneys diseased only because the urine 
differs from the average. 


Nocturia is a symptom of renal insufficiency and 
it is a significant symptom of medical disease of the 
kidney. However, it is also present in diabetes, in 
prostatic enlargement, diseases of the bladder and 
female organs, hypoproteinemia, and surgical disease 
of the kidney. Insomnia and nervous disorders cause it, 
and it is a frequent complaint of physicians who are 
wakened during their sleeping hours. As a symptom, 
then, it is of little diagnostic value until data from the 
history and laboratory tests are available. In suspected 
nephritis, it is but an indication of the need of a con- 
centration test. In a like manner, urinary frequency 
and oliguria assume importance only after appropriate 
tests have been made. Even anuria may be a symptom 
of disease other than medical disease of the kidney. 
It is immediately evident that symptums originating 
in the kidney are inconclusive, especially since local 
pain is a very infrequent complaint in nephritis. 


Perhaps it is their simplicity and inexpensiveness 
which brings about the usual neglect of the concentra- 
tion tests. More attention is given to the chemical and 
microscopic analysis of urine. These methods are used 
to evaluate the other functions of the kidneys, viz., the 
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elimination of urea, uric acid, phosphates, sulfates, and 
the other end products of protein metabolism, as well 
as to determine the urinary reaction as an index of 
acid-base balance. Because of the common occurrence 
of albuminuria and the unusual presence of glycosuria, 
great emphasis is placed upon these findings. The latter, 
glycosuria, may be due to faulty renal tubule absorption 
and therefore a manifestation of serious kidney dam- 
age, but it is much more common in diabetes mellitus, 
endocrine disease, or faulty sugar and starch digestion. 
It will often be encountered when the patient is receiv- 
ing excessive amounts of carbohydrate in his diet, or 
through intravenous infusion. These facts are generally 
known, but it might be pointed out that nephrosclerosis 
is not an uncommon complication of the aging diabetic. 


Glycosuria causes polyuria and dehydration and 
starts the vascular complications which kill most pa- 
tients with diabetes. One of the sequellz is the vascular 
change in the nephron which, when advanced, lowers 
the renal threshold for sugar and brings about 
glycosuria. The vicious cycle thus created accounts for 
the cases of diabetes mellitus, in which the blood sugar 
is normal but the urine sugar-bearing. Increasing the 
doses of insulin in such a complication, serves to reduce 
the blood sugar below its critical level, and to disrupt 
cholesterol metabolism, cardiac function, and general 
nutrition. Such an eventuality increases the vascular 
damage, instead of preventing it, and reduces the 
kidneys’ ability to filter the blood. Glycosuria, under 
these circumstances, requires analysis and painstaking 
care in the patient with nephrosclerotic diabetes, Earlier 
diagnosis, increasing knowledge of diabetic dietary 
needs, and the scientific development of various effec- 
tive insulin compounds has minimized, fortunately, the 
gravity of such a situation. Yet, one cannot escape its 
implications when a kidney complication occurs. 


Even the laity refers to “albumin in the urine.” 
The physician, then, must be prepared to evaluate this 
common circumstance intelligently. Certainly albu- 
minuria under most conditions indicates faulty renal 
function, but just as certainly it is not reason enough 
to confirm a diagnosis of nephritis or to predict an 
unfavorable prognosis. Patients live in comfort for 
many years if albuminuria is their only complaint ; they 
live more comfortably if the treatment approaches it on 
a logical basis. In this connection the analysis begins 
with the source of albuminuria and the reasons for the 
loss of albumin from the blood into the urine. When 
these factors have been investigated, the direction of 
therapy becomes more simple. 


The albumin in the urine comes from the blood 
stream, where it is known as serum albumin, a part of 
the protein in the plasma. The other protein factor is 
serum globulin which is seldom lost into the urine 
because of its greater molecular weight. This fact 
reflects, therefore, the ability of the glomerulus to filter 
the blood. The molecular weight of the globulin is more 
than twice that of the serum albumin, and it is lost only 
after there has been great destruction of, or serious 
damage to, the capillary tufts inside Bowman’s capsule. 
Since such an event indicates very extensive damage in 
the kidney, most patients succumb befere globulin is 
lost. On the other hand, albumin becomes a part of the 
glomerular filtrate just as soon as the balance between 
the hydrostatic pressure of the blood flow and the 
osmotic tension of the blood vessels is disturbed. An 
attendant disorder of the tubules forms the albumin 
into casts which are differentiated by the other material 
envelnped within the protein mass (bloody casts, etc.) 


or by the shape of the structures in which they have 
been formed (cylindroids, etc.). 

Casts are masses of concentrated albumin. AIl- 
buminuria may result from increased blood pressure 
without changes in the glomerular blood vessel walls, 
or it may follow pathology of the glomerulus without 
any change in the blood pressure level. Therefore, the 
discovery of albuminuria can be a symptom of cardio- 
vascular disease or of nephritis or of both. Its analysis, 
then, takes the physician into the evaluation of the 
circulatory system; the treatment of a patient having 
albuminuria may well be directed primarily to the heart 
and vascular tree. The patient may die of coronary 
occlusion, apoplexy, or some other cardiovascular acci- 
dent. On the other hand, the arterial tension may be 
normal in such a patient. 

The patient could have suffered from an acute 
infectious disease which attacked the glomeruli; his 
blood may have been poisoned by a chemical or drug ; 
or he may have had an ascending spread of a lower 
urinary tract infection. The appropriate treatment in 
this situation depends upon the cure of the infectious 
disease, the withdrawal of the toxic chemical, or the 
removal of the infective nidus from the genitourinary 
tract itself. Such treatment may be expected to cure 
the cloudy swelling of diphtheria, for instance, without 
special treatment to the kidneys, or the patient may die 
a renal death though the cause is elsewhere. In the 
majority of cases of this kind there results some 
irreparable damage to the glomeruli, and the case be- 
comes one of chronic glomerular nephritis. The condi- 
tion may be entirely symptomless. The diagnosis will 
then rest upon a carefully elicited history of past 
illnesses, history of hematuria, and the evaluation of 
renal capacity. When there is glomerular destruction, 
there will be blood in the urine. 

In most instances the glomerular damage is vascu- 
lar, and because of this, the clinical symptoms associated 
with the albuminuria reflect a renal origin on a consti- 
tutional basis. These are the cases in which high blood 
pressure, with its great diversification of symptoms, 
becomes the major consideration. The sclerotic changes 
take place in varying degree in various parts of the 
kidney, which accounts for the difference in prognosis 
among patients with hypertension. It can be understood 
readily that the distribution of vascular disease and its 
severity in the kidney are the factors which determine 
prognosis in most cases of hypertension. 

The frequency with which heart disease and kidney 
disease are found concomitantly in hypertension gave 
rise to the term “cardiorenal syndrome.” Although this 
terminology is outmoded, it still expresses the close 
relation of kidney disease to heart disease. The preva- 
lence of such a combination of factors and the inevita- 
ble constitutional effects thereof are well recognized. 
The frequency with which the combination is observed 
has led to a varying classification of this type of disease. 
For instance, one may emphasize the renal phase with 
the term “nephrosclerosis,” while another would desig- 
nate the same case as “arteriosclerotic kidney.” Then 
there are some who divide these cases on a basis of the 
degree of high blood pressure and establish a working 
diagnosis of benign or malignant hypertension. 

The determination of albuminuria in a patient who 
presents increased arterial tension raises a number of 
diagnostic problems. The endeavor of the pathologist 
to clarify the classification of the kidney lesion in 
hypertension’ has served only to confuse their clinical 
differentiation. It is well recognized that the malignant 
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form of hypertension is more severe and much more 
quickly fatal than the benign. The effects of this 
abnormal physiology are widespread and cannot be 
estimated by the analysis of the urine or the determina- 
tion of the degree of protein loss. The administration 
of protein in these cases fails utterly in treatment even 
though protein therapy is highly effective in other 
instances of albumin loss from the blood. Most patients 
who suffer from malignant hypertension die from 
apoplexy, congestive heart failure, or hemorrhage, and 
only a minority succumb to uremia. Consequently, one 
can be almost oblivious to the urinary findings in such 
a circumstance even though the kidney damage is 
extensive and severe. In the light of present knowledge 
it is assumed that malignant hypertension has its origin 
in the kidney, and there is quite general agreement that 
this disease is due to necrosis of the renal arterioles. 
Thus, necrotizing arteriolosclerosis represents the most 
serious pathology in the kidney. In some of these cases 
the urine may be entirely normal; in others, it may 
contain a large amount of albumin. The finding of 
albuminuria is, therefore, no index to the prognosis of 
malignant hypertension, and the examination of the 
urine, and even the blood, for abnormal content is of 
no significance. Such a circumstance requires evaluation 
of the hypertension and it demands meticulous atten- 
tion to history taking and the use of objective criteria 
other than urinalysis or blood chemistry. 

The relation of the kidney to this devastating, and 
as yet uncontrollable disease, is important perhaps from 


the etiological angle, but it is of little significance from . 


the prognostic or therapeutic point of view. There is 
reason to believe that changes similar to those in the 
kidney take place in the arteriolar structures of other 
parts of the body, and it is more practical to evaluate 
the status of the patient by analysis of the blood pres- 
sure reading, the classification of the eyeground 
changes, and his age than to depend upon the labora- 
tory. It is in these cases that the nerve supply to the 
kidney may be of great importance, and it is in these 
cases that surgical treatment of hypertension is most 
effective. One may believe, therefore, that one of the 
causes of the extensive vascular damage will be found 
in the autonomic nervous system. Perhaps sometime the 
osteopathic joint lesion will be proved significant. There 
is experimental evidence that hypertension in general 
depends upon numerous other factors besides kidney 
disease. 

Albuminuria and hypertension are parts of the 
clinical picture of the toxemias of pregnancy ; they are 
found in toxic thyroid disease and in tumors of the 
pituitary, adrenal, and ovarian substance. It is not 
unusual to observe primary hypertension during the 
female menopause. Evaluation, then, of albuminuria 
in such circumstances must take into consideration a 
number of organs and systems which are not directly 
related to the kidney except through the agency of 
blood circulation. 


Nephrosis is a term used rather loosely in connec- 
tion with kidney disease, generally because patients 
with this condition come to the physician primarily 
because of edema. Tremendous amounts of albumin are 
found in the urine even though the blood pressure is 
normal or somewhat decreased. It is in nephrosis that 
we find the best example to prove the origin of 
albuminuria from the plasma protein, for in this dis- 
order, the plasma proteins are greatly reduced. There 
are some cases of nephrosis in which there is no renal 
damage, but all of them have a great increase in the fat 
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content of the blood, and all of them lose fluid into the 
tissues, even though the blood vessels are normal. To be 
sure there are cases of nephrosis in which there is 
accompanying nephritis and a nephrotic phase of acute 
glomerulonephritis is described. To me nephrosis is 
interesting for two reasons: First, because of the 
marked changes in water balance, and second because 
of the dramatic response of most cases to an adjusted 
diet, including a high protein and low fat content. 


The association of a low blood plasma protein level 
with marked albuminuria in nephrosis furnishes the 
basic reason for the direction of treatment. Protein in 
the blood comes either from the metabolism of food 
protein or from rapid destruction of the cells of the 
body. It seems logical, therefore, to administer a high 
protein diet in cases of nephrosis with marked albumin 
loss in the urine. This therapy, besides increasing the 
plasma proteins, also brings about a noticeable and 
marked reduction of the edema and anasarca in 
nephritic patients. Some who would have died rather 
quickly have been saved, and have lived comfortably 
for decades on a high protein diet. 

The effectiveness of the high protein diet in 
nephrosis immediately brought forward the analysis of 
edema on a basis of protein balance in the blood stream, 
and there are some who have used this diet in all cases 
of edema much to the chagrin of their colleagues. Prior 
to the time of Epstein’s use of a high protein diet for 
nephrosis, the albuminuria was treated instead of the 
patient under a philosophy that if the proteins in the 
diet were reduced there would be less abnormality in 
the urinary findings as expressed in albumin. However, 
patients treated with a low protein intake progressively 
declined and died more quickly than those who were 
fortunate enough to stay out of the hands of the doctor. 

There is no reason to believe that proteins injure 
the kidney under any circumstance. They can be in- 
gested freely even though there is hematuria from 
dissipation of the glomerular blood vessels. The plasma 
proteins should be maintained at a normal level, either 
through the ingestion of protein foods or the introduc- 
tion of albumin, amino acids, amigen, whole blood, or 
blood plasma into the blood stream. There is no justi- 
fication for reducing the protein intake unless supple- 
mentary proteins are introduced directly into the blood 
stream. It is logical, therefore, not only to recommend 
a high protein diet in medical disease of the kidney, 
but also to use the best protein available. The best 
protein is that obtained from animal muscle. The use 
of poor vegetable protein and dairy products instead 
of meat serves only to upset the digestive tract without 
sparing the kidney. In either the normal or diseased 
kidney there is no bad effect from red meat that would 
not be present if white meat were used exclusively. 
Consequently, while it might be impressive.to restrict 
red meat from the diets of patients of nephritis and 
hypertension, there is no physiological basis for so 
doing. 

There is reason to believe that a similar mechanism 
of balance of osmotic tension and hydrostatic pressure 
in the circulation maintains the fluid balance in the 
various other tissues of the body. Such being the case, 
the content of protein in the blood stream is also an 
important consideration in edema. The normal function 
of the plasma proteins is to retain fluid within the 
blood by increasing the pressure on the blood side of 
the vessel wall. If the concentration of these proteins is 
reduced, this power is lost to the degree of protein loss, 
and water is dissipated from the blood stream into the 


DISEASES OF THE KIDNEY—FISCHER 


463 


tissue spaces in much the same manner as albumin is 
lost into the urine through the glomerular vessels. In 
the periphery this brings about the edema and anasarca 
that is so commonly observed in kidney disease. More 
significantly the blood vessels of the various organs fail 
and there results a loss of fluid into the cellular arrange- 
ments of these parts. Hence, it is not unusual to find 
rales in the lungs, congestion of the liver, and symp- 
toms of faulty cerebration. A whole gamut of bodily 
disorders is possible under such circumstances. This 
mechanism explains, in part at least, the wide diversifi- 
cation of the symptoms in medical disease of the kidney. 
More than this, it affords an additional reason for the 
use of the high protein diet. 


Edema has been variously classified according to 
whether it is due to faulty renal function, heart failure, 
or both. However, it is unsound to depend upon this 
one symptom for the differential diagnosis. One might 
rather devote himself to the critical evaluation of the 
circulatory system in his endeavor to establish - the 
cause. It is the rare case, indeed, in which there is 
either heart disease without kidney involvement or 
kidney disease without effects in the circulatory appa- 
ratus. It is not enough to administer a diet. 


When there is edema it may be necessary to use 
measures which are designed to reduce the arterial 
tension or others which will improve the functioning 
of the myocardium, In those cases of congestive heart 
disease in which there is urinary suppression, digitalis 
has a welcome diuretic effect. The xanthines, potas- 
sium, and mercurial compounds also have a role to play 
in this connection. None of these drugs is curative; 
none will stimulate the kidney except in the manner 
that a purge affects the bowel. When it becomes neces- 
sary to obtain relief from edema of various organs, it 
is more desirable to relieve the congestion than it is to 
allow the patient to suffer the untoward consequences 
of faulty fluid distribution. If the drugs are adminis- 
tered, it should be remembered that their action is one 
of irritation; they are not entirely harmless. Irritation 
to an already damaged glomerular structure may bring 
about serious complications, and the substances which 
depend for their effectiveness on producing such irrita- 
tion should be used with the utmost caution. They are 
contraindicated in cases in which there is gross hema- 
turia. Potassium compounds and the mercurials have 
value in the management of edema; I think they often 
prolong life, but their use is not unattended by compli- 
cations. 

The degree of edema which occurs in the different 
parts of the body is variable and its deleterious effects 
likewise differ in these parts. For instance, edema of 
the lower extremities can become very extensive with- 
out interfering with locomotion. It has been estimated 
that edema of the ankles and lower legs can increase 
their size by as much as 35 per cent before the skin 
blisters or “weeps.” Even after this has taken place, 
the result is more annoying than it is serious. On the 
other hand, when the gross size of the contents of the 
skull is increased much less than this. there are grave 
symptoms. Reing irelastic, the bones of the skull permit 
little expansion when the brain becomes edematous. The 
result is that there is an increasing pressure exerted 
upon the brain substance as cerebral edema progresses. 


Mild effects of this pressure, such as easy fatig- 
ability. dreaming. and alteration in psyche, are fre- 
quent in medical disease of the kidney. When the edema 
progresses to the point where there is actual pressure 
upon the brain substance, convulsions and coma will 


result. At least this is one analysis of the basis for 
coma in kidney failure. The. proponents of this theory 
of so-called “uremia,” point out that the clinical 
manifestations are very similar to the symptoms arising 
from cerebral pressure resulting from the presence of 
free blood after hemorrhage from brain trauma. In 
each instance the contents of the skull become too great 
for the space alloted within its bony vault. With edema 
the added volume is water ; in brain injury it is blood. 
In both the patient has a change in pulse rate and blood 
pressure, and he ultimately becomes unconscious. In 
either the unconsciousness may come on relatively 
slowly. The prevention of water loss into the tissues 
can logically prevent or delay the usually fatal compli- 
cation of uremia. 


The term “uremia” comes from the theory that 
the unconsciousness of terminal kidney disease results 
from the retention of nitrogen waste products. It is 
necessary, then, to examine the chemistry of the blood 
periodically in order that such a complication may be 
postponed or prevented. Analysis of the urine affords 
no dependable data in this connection. The measurable 
nitrogen products in the blood are creatinine, urea, and 
the total nonprotein factor. The normal amount of 
creatinine in the blood is very low and it is easily elimi- 
nated by the kidney ; consequently when it is increased 
the prognosis is grave. As long as 20 per cent of the 
glomeruli remain intact, there will be no retention of 
this nitrogenous product in the blood. Consequently, 
its value as a diagnostic aid is minimal, for the physi- 
cian should be warned long before 80 per cent destruc- 
tion has taken place that the kidneys are failing. Its 
virtue lies in prognosis; when its level exceeds 5 mg. 
per cent, and there is no other explanation for the 
abnormality, the patient rarely rallies. 


[In a similar manner the interpretation of the level 
of urea and the nonprotein nitrogen in the blood pro- 
vides more of a mathematical index to the renal damage 
than a diagnostic aid. The total nitrogen will vary, to 
a degree, with the total protein intake; it depends also 
upon the absorptive power of the small intestine and 
other extrarenal factors. Consequently, its normal level 
is subject to wide variation. The nonprotein nitrogen 
may be elevated above the upper normal in a patient 
suffering with nephritis who is ingesting large amounts 
of protein even though the kidneys are performing 
their work satisfactorily. Contrariwise, the nonprotein 
nitrogen in the blood may be within normal limits in a 
patient whose diet has been restricted in protein even 
though his kidneys are badly damaged. To analyze the 
efficiency of the kidney on this purely objective basis is 
unsound ; the observer must have a complete knowledge 
of the other factors concerned in nitrogen metabolism 
in order to use the test as an exclusive evaluation. 


It is equally unwise and inaccurate to utilize the 
blood urea nitrogen as a criterion of nephritis, it has 
been estimated that at least 50 per cent of the func- 
tioning parts have been destroyed in medical disease 
of the kidney, before the blood urea nitrogen level is 
elevated. It is probable that this percentage is con- 
servative. However, the blood urea nitrogen level 
should never exceed 40 per cent of the total nitrogen 
in the blood; if it does, a diagnosis of renal insuffi- 
ciency may be presumed irrespective of the milligram 
per cent. Neither the nonprotein nitrogen alone nor 
the blood urea nitrogen alone could be used as a cri- 
terion in the management of medical kidney disease ; 
their relation one to the other, however, is significant. 
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The degree of azotemia, or nitrogen retention, is 
not reflected in the present methods of blood chemical 
analysis. It would be very desirable if it were. There 
are patients in whom the levels of nitrogen are greatly 
elevated and yet they do not go into coma, while there 
are others in whom the level is close to normal as they 
become comatose. Granting that these levels are usually 
elevated in the coma of nephritis, one must take into 
consideration the effects of a high protein diet in ter- 
minal cases. Here the direction of therapy may be 
the restriction of the foods which produce the nitrogen 
retained within the blood stream and the administra- 
tion of supplementary fluids to dilute that which is 
already there. In this situation the entire program of 
management can be reversed. Instead of restricting 
fluid intake and adding protein, it may be advisable 
to force fluids and sodium while limiting the protein. 
The criterion for reversal of therapy is usually con- 
sidered to be a blood urea nitrogen level greater than 
60 mg. per cent. 


Sixty mg. per cent is also thought to be the level 
above which blood transfusion for the anemia of 
nephritis is contraindicated if untoward symptoms 
appear. Before this level is attained, blood transfu- 
sions not only improve kidney function, but also relieve 
the patient of many of his symptoms. The dyspepsia, 
altered pulse rate, fatigue, and pallor of nephritis 
closely parallel the symptoms of anemia, and they are 
promptly relieved when blood transfusions are given. 
All patients with long standing nephritis have anemia, 
and as the renal insufficiency increases, the anemia 
usually becomes more severe. Periodic blood counts, 
then, furnish another method of determining the status 
of the patient. In some ways it is more accurate to 
use blood counts for this purpose than to depend upon 
the often unreliable serial urine examinations. In any 
event the administration of blood is good treatment, 
and it can be used to supplement the blood protein 
as well as to assure an adequate blood stream. Oddly 
enough it is safe to use this supplementary treatment 
even though the blood pressure is elevated, providing 
there is no serious defect in the aortic valve. Even 
though blood transfusions afford an excellent means 
of treating medical diseases of the kidney, the value 
of the high protein diet in this field should not be 
overlooked. There is reason to believe that protein 
has much to do with the formation of blood, and there 
is also reason to think that the low protein diet for- 
merly used increased the danger of death by depressing 
blood formation. Certainly nearly all of the subjective 
symptoms of medical disease of the kidney are due 
to deficiencies of the blood stream, and those symptoms 
will frequently be abolished when adequate amounts 
of protein and whole blood are administered. 


The principles concerned in the management of 
chronic medical diseases of the kidney have to do with 
the maintenance of a satisfactory blood stream by 
means of an adequate dietary high in protein, the 
reduction in water intake to spare the functioning 
parts of the damaged organs, and the restriction of 
salt as a method of reducing edema. Attention to these 
factors and the administration of drugs to increase 
the urinary output, or to improve the cardiac physi- 
ology, emphasize the palliative nature of therapy. Even 
so, care based upon these premises can be satisfactory 
when the true nature of the disease has been thoroughly 
explained to the patient. His disease is irreversible 
and he is confronted with the necessity of getting 
along as well as possible with the remainder of his 
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nephrons. This he can do for many years if sound 
principles of management are followed. 

There is little hope that spinal manipulative treat- 
ment will cure the disease process for there is nothing 
about osteopathic manipulative therapy which suggests 
that it is capable of rebuilding glomeruli which have 
been destroyed or of removing the sclerosis of the 
arteriolar tufts in nephrosclerosis. However, since 
urination depends to some degree upon the functional 
capacity of the bladder, correction of the joint lesions 
of the lower thoracic and lumbar vertebrae will often 
increase fluid elimination. Furthermore, attention to 
the other areas of the column will improve circulation 
to the organs which may be affected secondarily by 
faulty renal function, and osteopathic manipulative 
treatment will have an especially beneficial effect in 
improving the heart action. 


The definite relation of circulation to kidney 
function can best be estimated by the present-day trend 
in the treatment of hypertension. Because of the in- 
adequacy of general medical treatment in this circum- 
stance, there is more and more a tendency to utilize 
the effects of surgery upon the sympathetic nervous 
system to reduce the blood pressure. Indiscriminate 
sympathectomy is already evident and the results of 
this intervention under the best of circumstances leave 
much to be desired. At best the treatment is only 
palliative. It reduces the blood pressure level only 
temporarily, and it is usual to find hypertension as 
high, or higher, within 3 years after the dangerous 
and uncomfortable operations have been performed. 
On the other hand, the severe headache, from which 
so many of these patients suffer, is always relieved by 
denervation. Operation is contraindicated when there 
is either kidney or heart disease, so we can eliminate 
the consideration of surgery for the renal hypertension 
of most cases of nephrosclerosis. 

Increased arterial tension is brought about by either 
or both of two factors: The first factor in elevating 
blood pressure is spasm in the peripheral vessels. It 
is in these cases that both osteopathic manipulative 
and surgical treatment are most helpful. The second 
factor is an as yet incompletely described humoral 
substance in the kidney, which chemically affects the 
vascular pressure within and outside the kidney. Dis- 
ease or disorder of the renal function alters the elabo- 
ration or distribution of this humoral substance to the 
degree that high blood pressure results. The mechanism 
of the maintained high levels is within the damaged 
kidneys, and the high blood pressure can be con- 
trolled only by eliminating the pathology. In most 
instances it is not possible to do this, and the hyper- 
tension continues and advances regardless of therapy. 
Such cases are only improved by sparing the kidney 
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as much as possible and supporting the organs upon 
which its function depends. These patients respond 
rather poorly to manipulative treatment. 


The place of osteopathic manipulative therapy in 
the acute renal lesions, however, is an important one. 
It is my firm belief that one of the outstanding results 
of osteopathic manipulative treatment of the acute 
infectious diseases is the prevention of complications. 
To be sure it has a direct effect upon the infection 
itself, and we are able to cure scarlet fever, diphtheria, 
and other infections much quicker and with less 
fatalities than is possible under old-school methods. 
But, more than this it seems to prevent the heart 
complications of scarlet fever and the kidney sequellae 
of diphtheria, et al. In the acute renal lesions I think 
the beneficial effects are possible in the same way that 
they come from the treatment of acute rhinitis or acute 
endocarditis. In acute glomerulonephritis the patient 
of an osteopathic physician rarely suffers from urinary 
difficulties, his blood stream is better maintained, and 
he is less likely to die than if manipulative therapy 
were omitted. Both the direct results upon the original 
infection and the remote ones upon the possible com- 
plications are obtained without any danger whatever 
to the patient. In this osteopathy is unique, and 
through it our school has progressed to its present place 
in public esteem. 


The principles concerned in the management of 
medical disease of the kidney are many, but they can 
be greatly simplified if the physician understands the 
pathology and its effects upon the physiology. In the 
majority of cases the aim of management is to better 
a bad situation by using and sparing the permanently 
damaged kidney according to physiological laws and 
tenets. In some cases the management is devised to 
cure the primary disease which has invaded the renal 
substance secondarily, in addition to directly affecting 
the complicating pathology. In others the basic prin- 
ciples rest upon analysis of the blood and the correc- 
tion of its altered chemistry. Cases of nephrosis are 
quite rare, but they too are of the greatest importance. 


The physiopathology of medical disease of the 
kidney points to no single specific outline of manage- 
ment and treatment. It must be adapted to the indi- 
vidual in accordance with the functional capacity of 
his kidneys and the status of his blood chemistry. It 
is a therapy based upon an analysis of the patient 
who has the nephritis or nephrosis; it is not devised to 
treat the pathology which has the patient. 
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The people who died in the United States in 1946 were 
6 years older, on the average, than people who died in 1933, 
according to figures of the National Office of Vital Statistics, 
released April 9 by Oscar R. Ewing, Federal Security Ad- 
ministrator. The average (median) age at death was 58.2 
years in 1933 and 64.2 years in 1946, 

On the average, women live longer than men and their 
average age at death has increased faster. The average age 
at death for women was 59.2 in 1933 and 66.3 in 1946, an 
increase of 7.1 years, or 12 per cent. For men, the average 
age at death in 1946 was 62.7 years. This was 5.2 years, or 
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9 per cent higher than the corresponding age of 57.5 in 1933. 

The death rates decreased for every age group in the 
population between 1933 and 1946. The greatest improvement 
occurred among children 1 to 4 years of age. The death rate 
for this group dropped from 4.7 in 1933 to 18 in 1946, or 
62 per cent. The smallest relative drop in death rates, 10 per 
cent, is seen for persons 75 years of age and over. 

Mortality is comparatively high among infants less than 
a year old and is lowest among children 5 to 14 years of age. 
After this age group, the death rates increase steadily with 
increasing age. 


5 


Journal A.O.A. 
May, 1948 


Proposed Amendments to the Constitution and Bylaws 
of the American Osteopathic Association 


R. C. MeCAUGHAN, D O. 
Executive Secretary 


(References to articles, sections, lines, etc., are to the edi- 
tion of the Constitution and Bylaws in the Directory of Osteo- 
pathic Physicians, 1947, published by the Association, and in 
the 1948 reprint of the Constitution and Bylaws.) 


CONSTITUTION 


(The House of Delegates directed the publication of the 
following amendment for action at the 1948 convention.) 


Article V—House of Delegates 


Amend the first sentence of the second paragraph of the 
article by addition, after the word “vote,” of the words “or 
privilege of motion.” The sentence would then read: “The 
officers and trustees of the Association shall be members of the 
House, but without vote or privilege of motion.” 


(The following proposed alternative amendments to the 
Constitution were read in the House of Delegates in July, 1947, 
at the direction of the Board of Trustees. They may be acted 
on by the House in 1948. They provide for the continuation for 
a specified period of the membership on the Board of Trustees 
of the Past President.) 


Article VII—Board of Trustees and Executive Committee 


Amend by inserting after the words “Immediate Past Presi- 
dent” in the first sentence, the words “who shall serve as a 
member for 3 years after the expiration of his term as Presi- 
dent.” 


Amend by deleting the words “Immediate Past President” 
and inserting instead the words “the Past Presidents for the 
preceding 2 years.” 


BYLAWS 
(The following alternative amendments are proposed at the 
direction of the Board of Trustees of the Association. The 
only difference between these two series is the substitution in 
the second of the word “Bureau” for the word “Division.”) 


Article [X—Departments, Bureaus, Committees, and Sec- 

tions 

Amend Section 2 by inserting in the first sentence after 
the word “Legislation,” the words “the Division of Public and 
Professional Welfare.” 

Amend Article IX by deleting Section 4 thereof. 


Amend Article IX by inserting, as a third paragraph of 
Section 2, the following (formerly Section 4 of Article IX): 

“The Division of Public and Professional Welfare shall be 
composed of a Chairman (approved in the regular manner by 
the Board of Trustees), the President, and the Executive 
Secretary, who shall constitute an Executive Committee of the 
Division, and of such others as shall from time to time be 
selected. This Division shall perform the duties previously set 
forth by the Board of Trustees and the House of Delegates 
and such other duties as shall from time to time be assigned 
to it.” 


Amend Article IX by renumbering Section 5 as Section 4, 
Section 6 as Section 5, and Section 7 as Section 6. 


Article IX—Departments, Bureaus, Committees, and Sec- 
tions 
Amend Section 2 hy inserting in the first sentence after 
the word “Legislation.” the words “the Bureau of Public and 
Professional Welfare.” 


Amend Article IX by deleting Section 4 thereof. 


Amend Article IX by inserting, as a third paragraph of 
Section 2, the following (formerly Section 4 of Article IX) : 


“The Bureau of Public and Professional Welfare shall be 
composed of a Chairman (approved in the regular manner by 
the Board of Trustees), the President, and the Executive 
Secretary, who shall constitute an Executive Committee of the 
Bureau, and of such others as shall from time to time be 
selected. This Bureau shall perform the duties previously set 
forth by the Board of Trustees and the House of Delegates 
and such other duties as shall from time to time be assigned 
to it.” 


Amend Article IX by renumbering Section 5 as Section 4, 
Section 6 as Section 5, and Section 7 as Section & 


(The Board of Trustees directed that the following 
amendment be published for action by the House of Delegate: 
in 1948. It provides for changing the name of the Bureau o;/ 
Legislation.) 


Article IX—Departments, Bureaus, Committees, and Sec- 
tions 
Amend Section 2 by deleting the word “Legislation” in 
line two of paragraph one and in line one of paragraph two, 
and substituting therefor the words “Public Education on 
Health.” 


(The following amendment is published at the direction of 
the Board of Trustees. It provides for enlarging the Depart- 
ment of Public Relations.) 


Article IX—Departments, Bureaus, Committees, and Sec- 
tions 


Amend Section 3 of the Article by deleting the first two 
sentences and substituting therefor the following: 


“The Department of Public Relations shall consist of a 
Chairman and six members selected by the Board of Trustees. 
The members of the Department shall be selected from the 
membership of the Association, one of whom shall be a member 
of the Bureau of Legislation. The duties of the Chairman shall 
be to carry out the policies of the Association and the direc- 
tives of the Board of Trustees, with the advice and under the 
direction of the members of the Department. The Department 
shall be authorized to employ or enlist such assistance as is 
necessary for the proper conduct of its duties, subject to the 
approval of the Board of Trustees. In constituting the first 
Department after the passage of the amendment, there shall be 
selected two members to serve for a term of 1 year, two 
members to serve for a term of 2 years, and two members to 
serve for a term of 3 years. Thereafter, the term of office of 
each member shall be for 3 years, two members to be selected 
annually. The Chairman shall be appointed annually. Vacancies 
in the Department shall be filled by the Board of Trustees for 
the unexpired terms.” 


(The following amendment is proposed by the Executive 
Secretary in order to make consistent the references to com- 
ponent societies of the Association.) 


Article VII—Duties of Officers 


Amend Section 3, paragraph (c) by deleting the words 
“state organizations” and substituting therefor the words 
“divisional societies.” 


Is 
1s 


@ 
THE JOURNAL OF THE 


AMERICAN OSTEOPATHIC ASSOCIATION 
Published monthly by the American Osteopathic Association 


Publication Office, 100 S. Kenilworth Ave., a Posh, Ii. 
Editorial Office, 139 N. Clark St., Chicago 2, Ill. 
Address all communications to the Chicago Office 


k. E. DUFFELL, D.O Editor 
KATHERINE BECKER, A.B Assistant Editor 
k. C. MeCAUGHAN, D.O Executive Secretary 
CLAYTON N,. CLARK, D.O B s Manager 


EXECUTIVE COMMITTEE 


PRESIDEN T..........--.---- ROBERT B. THOMAS, D.O., Huntington, W. Va. 
VRESIDENT-ELECT.................. STEPHEN M. PUGH, D.O., Everett, Wash. 
Past PRestpENnT. JOHN P. WOOD, D.O., Birmingham, Mich. 
Frrst Vice PresipEnt................. JOHN W. MULFORD, D.O., Cincinnati 
CHAIRMAN PROFESSIONAL AFFAIRS 

cuesssmesesesneeeeeeee BENJAMIN F. ADAMS, D.O., West Hartford, Conn. 
CHAIRMAN Pustic AFFAIRS. 


H. DALE PEARSON, Erie, Pa. 


Subscription Ten Dollars a year in advance 


Vol. 47 May, 1948 No. 9 


II. SUMMATION OF EXPERIENCE 
WITH INTERVERTEBRAL DISK PROBLEMS 


In this second editorial in the series on interver- 
tebral disk problems, the article by Barr’ will be re- 
viewed. This author was one of the first to undertake 
surgical procedures for the relief of low-back pain and 
sciatica due to ruptured disks and his experience 
through the years has been reported from time to time 
in the literature. 

Barr warns that “Although a ‘snap’ diagnosis of 
[ruptured disk] can be made in many cases from the his- 
tory alone, it is unsound medical practice to indulge in 
hasty or slipshod methods. A careful, complete history 
and physical examination are indispensable to accurate 
diagnosis and treatment.” In the patients examined pre- 
operatively at the Massachusetts General Hospital, 
Barr and his associates have been able to predict the 
location of the lesion by clinical methods in approxi- 
mately 50 per cent of the cases. They believe that pre- 
operative myelography is indicated in almost every 
case and prefer pantopaque as the contrast medium. 
The medium is injected, the roentgenographic exam- 
ination made, and the substance withdrawn by aspira- 
tion at one session. A description of this technic, 
using lipiodol, was given by Wood? in the August, 
1944, issue of THE JoURNAL OF THE AMERICAN OstE- 
OPATHIC ASSOCIATION. 


The criteria for the selection of cases for con- 
servative and for operative treatment are still a mat- 
ter of conjecture, and decision as to the methods to 
be employed depends upon each individual case. Barr 
says, however, that “Operative treatment should, as 
a rule, be reserved for those patients who have intrac- 
table pain in spite of adequate, conservative treatment, 
and for those who show evidence of moderate to 
severe nerve-root compression as indicated by muscle 
weakness or paralysis, anesthesia, and sphincter dis- 
turbance.” 


1. Barr, J. S.: Ruptured ingerveretoel disk and sciatic pain. J. Bone 
& Joint 437, April, 


2. Wood, ostic Salat and the recovery of lipiodol. 


J. Am. 43: 
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In discussing conservative treatment, the author 
reviews the usual methods undertaken, such as com- 
plete bed rest on a firm mattress during the acute attack 
of sciatic pain, with the lumbar spine, hips, and knees 
in the slightly flexed position. Further immobilization 
is obtained by adhesive strapping or a plastic jacket. 
Following the acute attack, the lumbar spine is pro- 
tected by a well-fitted corset or brace. He says, “Al- 
though manipulative procedures at times result in 
dramatic improvement in the acute symptoms, it seems 
illogical to expect any manipulative procedure to return 
a ruptured disk permanently to its normal position, 
and manipulation under anesthesia appears to carry 
too great a risk to warrant recommending it.” 


Barr feels that a trial period of about 6 weeks for 
conservative treatment is indicated in most cases be- 
fore operative intervention is resorted to. 


Considerable controversy has arisen between 
neurosurgeons and orthopedists as to wether or not 
the operative treatment of ruptured intervertebral disk 
should include fusion of the spine. Certain neuro- 
surgeons maintain that results without fusion are ex- 
cellent and that fusion is rarely, if ever, indicated. 
Barr argues that “any spinal segment from which a 
ruptured intervertebral disk has been removed surgi- 
cally is no longer mechanically and anatomically normal. 
Narrowing of the disk space, with subluxation of ar- 
ticular facets and impingement of the facets on the 
pedicles, occurs in some cases and may be the fore- 
runner of traumatic hypertrophic changes and local 
spur formation. The intervertebral foramina may be 
narrowed.” He favors local fusion of the vertebre 
adjacent to the ruptured disk. 


Evidence as to end results following operation in 
234 cases of ruptured intervertebral disk during the 
5-year period 1939 to 1943 inclusive was obtained by 
Barr from questionnaires filled out by his patients. 
The operation included spinal fusion in 102 of the 
cases ; the remainder did not have spinal fusion. 


A table of comparisons reveals “a modest but 
definite superiority of the results in fused cases over 
the unfused ones, when consideration is given to the 
factors of back pain and weakness, leg pain and weak- 
ness, and return to the type of work performed before 
the disability.” Further analysis of the tabulation 
reveals that “mild or moderate” pain was reported by 
45 per cent of those who had not had spinal fusion 
in comparison with 30 per cent who had spinal fusion. 
Forty-one per cent of the patients without fusion still 
complained of leg pain in comparison with 25 per cent 
with fusion. Twenty-three per cent of the patients 
without fusion could not do a full day’s work and 29 
per cent had to change their work or give up athletics, 
in comparison with 16 per cent and 24 per cent re- 
spectively of patients who had had fusioén. Barr con- 
cludes that fusion should be done in practically all 
cases. 


Barr closes with the following warning: “There 
is every reason to maintain a conservative attitude 
toward the operative removal of ruptured interverte- 
bral disks. An operation of this magnitude is not 
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without some risk, and it is not invariably successful. 
The conscientious surgeon and the average patient will 
be much happier to have tried conservative treatment 
for a period of time before resorting to operative in- 
terference.” 


THE KANSAS CASE 


A case of unusual interest to all osteopathic physi- 
cians has just been heard in the Federal District Court 
at Topeka, Kansas. This case arose as a result of a 
complaint filed by four osteopathic physicians in that 
state, requesting that an injunction be issued restrain- 
ing the Governor and Attorney-General of Kansas 
from enforcing the restrictions and limitations of the 
Kansas Osteopathic Act which deny to osteopathic 
physicians the right to use drugs or perform surgical 
operations in the treatment of illnesses and diseases. 
The plaintiffs contended that such an Act was an 
arbitrary and unreasonable exercise of the police power 
of the state and thus in violation of the fourteenth 
amendment of the United States Constitution. 


Because the complaint questioned the constitution- 
ality of a state statute under the Federal Constitution 
and sought an injunction to restrain its enforcement, a 
special three-judge Federal Court was convened to 
hear the case. On December 9, 1947, a motion by the 
defendants to dismiss the complaint was denied. Later, 
on February 11, 1948, a motion by the defendants for 
judgment on the pleadings was also denied and the 
case set for trial on April 19. 


The plaintiffs, osteopathic physicians, were repre- 
sented by Mr. Robert L. NeSmith of Wichita, Kans., 
and Mr. E. H. Hatcher of Topeka, Kans. The de- 
fendants, the Governor and Attorney-General, were 
represented by two special Assistant Attorney-Generals, 
Mr. Blake Williamson of Kansas City, Kans., and Mr. 
Kirk Dale of Texarkana, Kans. The last two named 
attorneys also represent the Kansas Board of Medical 
Registration and Examination and the Kansas Medical 
Society, respectively. 

The Kansas Osteopathic Act was passed in 1913 
and under it osteopathic physicians practiced their pro- 
fession until 1938 at which time the Kansas Supreme 
Court, in construing the Act, interpreted it to be a 
limited practice act and enjoined an osteopathic physi- 
cian from using any drugs or surgery in the practice 
of his profession unless he held a license from the 
Medical Board to practice medicine and surgery. 
Several similar injunctions were issued by Kansas 
Courts against other osteopathic physicians at subse- 
quent dates. 

The Kansas Osteopathic Act licenses osteopathic 
physicians to practice osteopathy as taught in osteo- 
pathic colleges, “the requirements of which shall be in 
no particular less than those prescribed by the Ameri- 
can Osteopathic Association.” The questions of fact 
before the three-judge court were, therefore, what was 
and is taught and practiced in reputable osteopathic 
colleges, and what have been the minimum require- 
ments of the American Osteopathic Association since 
1913. Evidence was introduced by both sides on these 
points, the trial lasting over a period of 3% days. 
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The witnesses for the plaintiffs were: Louis C. 

Chandler, D.O., Los Angeles; W. Curtis Brigham, 

D.O., Los Angeles ; R. B. Bachman, D.O., Des Moines, 

lowa; A. C. Hardy, D.O., Kirksville, Mo.; Thomas R. 

Thorburn, D.O., New York City; W. D. Craske, D.O., 

Chicago; E. A. Ward, D.O., Saginaw, Mich.; Phil R. 

Russell, D.O., Fort Worth, Tex.; R. C. McCaughan, 

D.O., Chicago; G. H. McFadden, Ph.D., Columbus, 

Ohio, and R. McFarlane Tilley, D.O., Brooklyn, N. Y. 
The witnesses for the defendants were: E. L. 

Kalbfleische, D.O., M.D., Newton, Kans.; Walter C. 

Goodpasture, D.O., M.D., Atlanta, Ga.; Floyd O. 

Woodard, D.O., M.D., Des Moines, Iowa; Paul B. 

Hartley, D.O., M.D., Jacksonville, Ill.; H. Palmer, 

D.O., M.D., Pontiac, Mich.; D. H. Downey, D.O., 

M.D., Dover, Ohio; C. C. Nesselrode, M.D., Kansas 

City, Kans. ; G. R. Hastings, D.O., M.D., Garden City, 

Kans.; and Forrest W. Cox, D.O., M.D., Dayton, 

Ohio. 


At the conclusion of the presentation of the evi- 
dence, the court granted plaintiffs 30 days to present to 
the court a brief containing the law and recommended 
findings of fact. The defendants will be allowed 30 
days to file a reply brief. The court will then reach its 
decision, probably sometime during the months of Jul) 
or August. 


NATIONAL HEALTH ASSEMBLY 
A National Health Assembly was held in Wash- 
ington, D. C., May 1-4, in response to the President’s 
request of January 30 to Oscar R. Ewing, Federal 


‘ Security Administrator, for recommendations on fea- 
sible national health goals for the next 10 years. Mr. 
Ewing asked professional and lay leaders concerned 
with all aspects of health to advise him on framing his 


report to the President. The Assembly functioned in 
14 sections, with each group discussing an important 
phase of national health. 


Upon the recommendation of the Department of 
Public Relations of the American Osteopathic Associa- 
tion, the following representatives of the American 
Osteopathic Association were invited to attend the 
meeting : 

Dr. Robert B. Thomas, Huntington, W. Va., 
President, as member of the Section for State and 
Community Planning for Health. This section dis- 
cussed ways of stimulating through professional and 
lay teamwork local awareness of unmet health needs 
and ways of meeting the needs. 

Dr. R. C. McCaughan, Chicago, Executive Sec- 
retary of the A.O.A. and member of its Bureau of 
Professional Education and Colleges, as a member of 
the Section on Nation’s Need for Medical and Health 
Personnel. This section considered present supply and 
distribution of personnel, cost of professional educa- 
tion to institutions and individuals, effect of present 
financing on training facilities and output of profes- 
sional personnel ; and professional and financial oppor- 
tunities’ in the health professions. 

Dr. Ralph F. Lindberg, Detroit, Superintendent 
of the Detroit Osteopathic Hospital and member of 
the American Osteopathic Hospital Association, as 
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member of the Section on Nation’s Need for Hospital 
Facilities, Health Centers and Diagnostic Clinics. This 
section outlined needs for hospital beds and services, 
health centers, and diagnostic clinics, and the prac- 
tical approach for meeting the needs, including the 
role of the Hill-Burton Hospital Construction Act. 

Dr. A. W. Bailey, Schenectady, N. Y., Chairman, 
Committee on Health Insurance of the A.O.A., and 
Chairman of the Medical Appeals Council of the New 
York State Industrial Commission, as a member of 
the Section on Medical Care. This section discussed 
organization and financing of personal health services 
and the adequacy and potentialities of various plans. 

Dr. James O. Watson, Columbus, Ohio, member 
of the Department of Public Relations, as member 
of the Section on Chronic Diseases and the Aging 
Process. 

Dr. Mary K. Johnstone, Washington, -D. C., as 
member of the Section on the Nation’s Program for 
Maternal and Child Health. 

A report of the conference will be made in the 
next issue of THE JOURNAL. 


THE 1948 DIRECTORY 


The 1948 Directory oF OsTEeopaTHic Puyst- 
CIANS is being mailed to members of the American 
Osteopathic Association this month. Its lateness is 
due to printing difficulties which plague the publica- 
tions industry as a whole. In the interest of economy 
this year’s Directory is an offset job. Listings, both 
alphabetical and geographical, were varityped instead 
of linotyped and the typed pages photographed and 
reproduced from plates. While the finished product 
is not as clean-cut as that in former years, the Diree- 
tory is serviceable and contains all the usual infor- 
mation. 

The Drrecrory lists 11,270 doctors of osteopathy 
of which number 7,979 or 71 per cent are members 
of the Association—the highest in history. Ten years 
ago only 5,370 or 57 per cent of the osteopathic pro- 
fession were members of the National Association. 
The gain in membership is the result of a combination 
of factors. Among these are the continuous campaigns 
waged through the years by the Committee on Special 
Membership Effort under the dynamic leadership of 
Drs. F. A. Gordon, Frank E. MacCracken, and 
Stephen B. Gibbs, successively ; the meticulous follow- 
up work of the Membership Department in Central 
office; the increased services rendered by the Asso- 
ciation ; and last but not least the general good business 
enjoyed by the profession as a whole. 

Members of the A.O.A. who are also members 
of their divisional societies are starred in the Direc- 
tory. It is heartening to learn that 6,871 or 86 per 
cent of A.O.A. members also support their divisional 
organizations. Ten years ago only 4,064 or 76 per 
cent of A.O.A. members were also members of their 
divisional societies. This is evidence of the increased 
confidence which the great majority of the profession 
places in its divisional society leaders and the work 
they do at the state level. 

Despite the highest membership on record in the 
history of the American Osteopathic Association, tre- 
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mendously increased costs of doing business and the 
many added services rendered by the Association have 
necessitated. an increase in dues beginning June 1, 
1948. Dr. Stephen B. Gibbs, chairman of the Com- 
mittee on Special Membership Effort, is confidently 
expecting every A.O.A. member to demonstrate his 
loyalty to the Association by renewing his member- 
ship for the coming year. 


MASSACHUSETTS FEATURED IN 
OSTEOPATHIC MAGAZINE 

The May issue of OsTeopATHIC MAGAZINE is 
dedicated to Massachusetts osteopathic physicians and 
to the coming National Convention in Boston, July 19 
to 23 inclusive. Of the ten articles published, six are 
written by Massachusetts doctors. Among the articles 
are several of a semiscientific nature, written in lan- 
guage which lay persons can understand. They in- 
clude such subjects as coronary heart disease, acne, 
and the care of the child in a convulsion. Other articles 
describe the 20 years of progress of the Massachusetts 
Osteopathic Hospital, the community services rendered 
by the osteopathic profession in the state, and histori- 
cal places in and around Boston. 

The issue as a whole depicts the activities of 
the osteopathic profession of one state, but which are 
typical of many other states. The patients and pros- 
pective patients of all D.O.’s will find interesting read- 
ing between the covers of this number. 

OsTEOPATHIC MaGazINE can do a job of public 
relations which no other periodical in the osteopathic 
field can duplicate. Its purpose is just that—not prac- 
tice building, because most doctors have more patients 
than they can handle comfortably at the present time. 
However, it is wise to keep in touch with former 
patients by means of OsTEopATHIC MaGazINE; it is 
a constant reminder that the doctor of osteopathy is 
still interested in their welfare. 


CENTRAL OFFICE BUILDING 
NEARS COMPLETION 

The permanent home of the American Osteo- 
pathic Association at 212 East Ohio St., Chicago, is 
nearing completion. The glass bricks extending from 
the foundation to the first floor on the front of the 
building are in place, giving the structure an elegant 
appearance even at this early date. The walls and back 
of the building are completed and the roof is on. 
The partitions are in place in the interior of the 
building and the plumbing and electrical fixtures and 
the heating and ventilating equipment have been 
installed. 

The time is rapidly approaching when the remain- 
ing contractual obligation will have to be met. There 
is $25,000 still to be raised in order to reach the goal 
of $200,000. Have you sent in your $30 per capita 
donation asked of each member? If you have not, 
will you do so now? You will want your name to be 
among those on the “Honor Roll of Builders” which 
will become a permanent record in the new building. 
You will feel a sense of pride the next time you come 
to Chicago and view the beautiful Association-owned 
home which you helped to build. 
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Preview of the Fifty-Second Annual Convention 
Boston, July 19 


Once again national convention time rolls around. A 
year passes all too quickly for busy doctors. Most of them 
are in need of a change from the daily grind and will find a 
trip to New England a welcome relief from toil. At the 
same time they can take advantage of the splendid program 
of instruction being offered at Boston. Dr. George W. North- 
up, program chairman, has worked hard to develop subject 
material particularly applicable to the general practitioner. 
Judging from a quick survey of the many papers to be pre- 
sented at the General and Teaching Sessions, copies of which 
papers have been received in Central office, the theme for this 
year’s convention, “The General Practitioner—the Stability of 
the Osteopathic Profession,” has been closely followed by the 
scheduled speakers. 

The Statler and Copley Plaza have been designated of- 
ficial hotels for the osteopathic convention. The Board of 
Trustees, which begins its session July 14, and the House of 
Delegates which opens July 18, will be housed in the Statler. 
The Auxiliary to the American Osteopathic Association will 
have its headquarters in the Copley Plaza. All General and 
Teaching Sessions and many other activities will take place 
in Mechanics Building, a short distance from most Boston 
hotels. The Scientific Exhibit, the Technical Exhibit, and 
the Registration Desk also will be in Mechanics Building. 


HOTEL RESERVATIONS 

If you have not yet sent in your reservations for hotel 
accommodations, you should do so at once. A list of hotels 
and their rates is on page 479 this issue of THE JOURNAL. 
For your convenience an application blank for hotel space 
is included on the reverse side of the hotel list. This appli- 
cation must be mailed to A.O.A. Housing Bureau, 80 Federal 
St., Boston 10, Mass. 


TRANSPORTATION 

The May Forum, page 45, carried a convention travelogue, 
listing rates for air, rail, and bus transportation round trip 
to Boston from various parts of the country. There will be 
heavy vacation travel during the convention period. In order 
to obtain the type of reservations desired and at the time 
wanted, it is important to make them as early as the trans- 
portation agents will accept them. For those who are going 
by automobile, the various oil companies and automobile asso- 
ciations will provide road maps. 


GENERAL SESSIONS 

As stated previously, the General Sessions will feature 
lectures of distinctive interest to general practitioners. Among 
the noted speakers scheduled to address the convention are: 
Drs. Robert B. Thomas, Allan A. Eggleston, Dale Atwood, 
Edward G. Drew, C. G. Beckwith, Byron E. Laycock, Paul 
Kimberly, Wallace M. Pearson, H. I. Magoun, Otterbein 
Dressler and C. Robert Starks. Irvin M. Korr, Ph.D., Kirks- 
ville, Mo., will discuss “The Emerging Concept of the Osteo- 
pathic Lesion,” and Dr. R. C. McCaughan will give The An- 
drew Taylor Still Memorial Address. 


Motion pictures of osteopathic manipulative technic for 
various conditions will be shown each morning of the General 
Sessions from 9:05 to 9:20, with the exception of the opening 
day. 

TEACHING SESSIONS 

The afternoon program from 2 to 5 o’clock features the 
ever popular Teaching Sessions. Eleven different fields of 
practice will be covered, some of the groups meeting two 
afternoons and others meeting four afternoons during the 
week. 

During the Eye, Ear, Nose and Throat Teaching Sessions, 
headed by Dr. C. Paul Snyder, four half-hour papers will be 
presented by Drs. Paul Kimberly, C. C. Reid, Grace R. Mc- 
Mains, and E. W. Davidson. An “Information Please” panel 
with a board of experts composed of Dr. A. C. Hardy, chair- 
man, and Drs. A. B. Crites, T. J. Ruddy, J. E. Leuzinger, 
and C. Paul Snyder, is featured on one of the afternoons. 
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to 23 Inclusive 


Questions desired to be answered should be directed to Dr. 
Hardy at the Kirksville College of Osteopathy and Surgery, 
Kirksville, Mo. 

The Internal Medicine Teaching Session, chairmaned by 
Dr. H. Earle Beasley, will meet four afternoons, taking wy 
such problems as pulmonary disease, the therapeutic approacl 
to cardiovascular disease, abdominal and metabolic emer- 
gencies. 


The Neuropsychiatric Teaching Session, under the chair- 
manship of Dr. Floyd E. Dunn, have arranged for symposiums 
to be given four afternoons during the week. 

The Obstetrics and Gynecology Teaching Session, with 
Dr. Dorothy Marsh as chairman, will have seven well-knowr 
obstetricians on the program and an open question and answer 
round table during two afternoons. 

Teaching Sessions on Osteopathic Principles and Thera 
peutics, arranged by Dr. K. R. M. Thompson, have the fol- 
lowing outstanding speakers on the program: Drs. R. F. Lind 
berg, W., P. Cottrille, J. S. Denslow, Alexander Levitt, Irvin 
M. Korr, Byron E. Laycock, Ward Perrin, S. V. Robuck 
Louis C. Chandler, and H. L. Samblanet. 

Teaching Sessions on Technic, under the chairmanshi) 
of Dr. Robert S. Roscoe, will have a host of stars discussing 
and demonstrating osteopathic manipulative technic on four 
afternoons during the week. 

The following Teaching Sessions are scheduled to meet two 
afternoons during convention week: Orthopedics, Dr. J. M 
Wright, chairman; Pediatrics, Dr. William S. Spaeth, chair 
man; Proctology, Dr. Carl S. Stillman, Jr., chairman; Radi 
ology, Dr. M. C. Pettapiece, chairman. 

Surgical Teaching Sessions will meet four afternoons 
during the week with Dr. W. Donald Baker, chairman. The com 
plete program for all Teaching Sessions will be published in 


the June JourRNAL. 


ENTERTAINMENT 

The traditional President’s Reception and Ball will lx 
held Monday evening, July 19, at the Statler Hotel. The main 
event of the convention, the big A.O.A. banquet, is scheduled 
for Thursday evening, July 22, in the same hotel. Tuesday 
night is reserved for fraternity meetings and Wednesday night 
for alumni banquets. 

For the ladies a tea honoring Mrs. Robert B. Thomas, 
wife of the President of the A.O.A., and Mrs. G. N. Gillum, 
president of the Auxiliary to the A.O.A., will be given Mon- 
day afternoon at the Copley Plaza hotel. Other entertain- 
ment features are being planned and will be discussed in detail 
in the June convention number of THE JouRNAL. 


Copley Square with Trinity Church in background 
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Courtesy Boston Chamber of Commerce 


| 
4 
ge: 
; 
- 
’ 


Volume 47 
Number 9 


Pre- and Post-Convention Meetings 
To Draw Large Attendance 


Several specialty and allied “organizations have arranged 
to hold their annual sessions immediately preceding or follow- 
ing the national convention in Boston. A large attendance 
is expected by some of these groups. One of the largest is 
the Osteopathic College of Ophthalmology and Otorhinolaryn- 
cology which meets in Portland, Maine, July 15 to 17 inclu- 
sive. The program is printed in detail below. Those mem- 
bers of the profession who are particularly interested in the 
eye, ear, nose and throat field of practice are cordially invited 
to attend. 

Another group which is planning a pre-convention meet- 
ing is the Osteopathic Cranial Association, an affiliate of the 
Academy of Applied Oteopathy. An all-day and evening pro- 
eram has been arranged for Sunday, July 18, at the Copley 
Plaza hotel, Boston. Physicians who have had previous work 
in cranial theory and technic will be eligible to attend the day 
sessions. The evening meeting is open to all members of the 
profession. Further details and the full program will be pub- 
lished in the June issue of THE Forum and THe JOURNAL. 

The tenth annual meeting of the Academy of Applied 
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Osteopathy will be held immediately following the national 
convention of the American Osteopathic Association. It will 
begin with a luncheon meeting at the Copley Plaza, followed 
by lectures and technic demonstrations at the same location. 
The Academy will also meet on Saturday, July 24, until late 
in the afternoon. The complete program will be published 
in the June, convention number, of THE JouRNAL. 


As in previous years, the American Association of Oste- 
opathic Colleges will begin its deliberations well in advance 
of the opening date of the national convention. Meetings of 
representatives of the six approved colleges of osteopathy will 
be held July 16 and 17 in the Statler hotel, Boston. 

The Society of Divisional Secretaries also will meet July 
16 and 17 at the Statler, joining with the Association of Oste- 
opathic Publications at luncheon and for afternoon sessions 
on the second day. 

The American College of Osteopathic Obstetricians will 
hold its annual meeting for three days (July 16-18) in the 
Statler, and the American Osteopathic Society for the Control 
of Rheumatic Disease will meet for one day (July 18) at the 
Copley Plaza hotel. Most of the specialty boards, as well as 
the Advisory Board, also will begin their work ahead of the 
opening date of the national convention. 


Convention Program 


OSTEOPATHIC COLLEGE OF OPHTHALMOLOGY 
AND OTORHINOLARYNGOLOGY 
July 15-17—Portland, Maine 
Headquarters—Eastland Hotel 
Clinical Sessions—Portland Osteopathic Hospital 
President—Lyman A. Lydic, Dayton, Ohio 
Secretary-Treasurer—L. C. Larimore, Kansas City, Mo. 


Convention Chairman—Henry J. Pettapiece, Portland, Maine 
Program Chairman—A. B. Crites, Kansas City, Mo. 


July 15 
Morning 
8:00-12:00 Surgical Clinics 
Afternoon 
Section of Ophthalmology—Didactic 
1:30 Acute Eye Diseases (Kodachrome slides) 
John W. Geiger, Kansas City, Mo. 
1:55 Corneal Ulcer 
D. W. Streitenberger, Ponca City, Okla. 
2:20 Glaucoma 
J. W. Larkin, Phoenix, Ariz. 
2:45 Optic Neuritis 
C. M. Mayberry, East Liverpool, Ohio 
3:10 Visit the exhibits 


3:25 Heterophoria 
W. H. Lum, Providence, R. I. 


3:50 Iridocyclitis (Case report) 
A. Abeyta, Philadelphia 
4:15 Fundus Disease (Kodachrome slides) 
Frank W. Paul, Detroit 
4:45 Corneal Transplantation (Slides on indicated pathology) 
T. J. Ruddy, Los Angeles 
Evening 
6:30 Banquet and Dance 
July 16 
Morning 
8:00-12:00 Surgical Clinics 
Afternoon 
Section of Rhinology and Laryngology—Didactic 
1:30 Nasal Hemorrhage and Its Control 
: Clyde F. Gillett, Hollywood, Calif. 
1:55. The Paranasal Sinuses as a Focus of Infection 
Harold A. Beckwith, San Antonio, Texas 
2:20 Cavernous Sinus Thrombosis 
J. A. Camara,sJacksonville, Fla. 


2:45 Evaluation of Streptomycin and Penicillin in Sinus 
Infection 
Jerry M. Watters, Newark, N. J. 

Postoperative Care of Intranasal Surgery 
R. H. Licklider, Columbus, Ohio 

Visit the exhibits 

Laryngeal Carcinoma Symposium 
(Review of the anatomy of the larynx; symptoms of 
carcinoma of the larynx; office diagnostic procedures, 
mirror examination, etc.) 
Harry I. Stein, Philadelphia 

Direct Laryngoscopy 
(Biopsy of the carcinomatous lesions of the larynx; 
tracheotomy for obstruction in laryngeal carcinoma) 
John W. Sheetz, Philadelphia 

Management of Laryngeal Carcinoma 
J. Ernest Leuzinger, Philadelphia 

Film on Laryngectomy 


3:10 


3:35 
3:45 


4:15 


4:45 
§:15 


Evening 
7:30 Round Table 
(Write your question, stating whom you would like 
to have answer it. Mail to Dr. A. C. Hardy) 
A. C. Hardy, Kirksville, Mo. 


July 17 
Morning 
8:00-12:00 Surgical Clinics 


Afternoon 


Headache of Reflex Origin 
C. C. Foster, Lakewood, Ohio 

Relation of Cranial Technic to Eye, Ear, Nose, and 
Throat 
C. C. Reid, Denver 

Progressive Deafness and Osteopathic Manipulation in 
Ear, Nose, and Throat Diseases 
C. Paul Snyder, Philadelphia 

Chemotherapy in Ear Infections 
E. W. Davidson, Los Angeles 

Visit the exhibits 

New Surgical Methods and Results in Otosclerosis, 
Meniere’s Syndrome and Tinnitus Aurium 
Lloyd A. Seyfried, Detroit 

Rhinoplasty with Septal Resection and the Osteopathic 
Concept 
Geo. C. Karlton, Clearwater, Fla. 

The Management of Unreduced Nasal Fracture, New 
and Old 
G. S. Rambo, Los Angeles 

Business meeting of the College 


1:30 
2:00 
2:30 
3:00 
*3:30 
3:45 
4:15 
4:45 
5:15 
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STATEMENT BY DR. LEONARD A. SCHEELE, UPON INDUC- 
TION AS SURGEON GENERAL, PUBLIC HEALTH 
SERVICE, FEDERAL SECURITY AGENCY, 

APRIL 5, 1948 


No Surgeon General of the U. S. Public Health Service 
has taken the solemn oath of office under such fortunate 
circumstances as attend my entering upon that assignment. 
None, I hope, has taken office with a deeper sense of responsi- 
bility and pride than I feel today. 


This year, 1948, is the one hundred fiftieth anniversary 
of the Public Health Service. Our organization is stronger 
and better equipped to serve the Nation, richer in the con- 
fidence of the American people and their representatives in 
Congress, broader in its vision of service, than ever before in 
its long history. The Nation knows—but no group is more 
sensibly aware than we of the Public Health Service—that 
we owe much of that strength, enrichment, and vision to 
our great leader of the past 12 years—Dr. Thomas Parran. 
As one of the many officers to whom he has given oppor- 
tunities for experience and leadership, I accept, with a real 
sense of humility, the torch from his hand and pledge to hand 
it on with its flame of service undiminished. 


To be given the leadership of the Public Health Service 
with its rich heritage of service and accomplishment, is more 
than an honor: it is an inspiration and a challenge. Today, 
nearly 20,000 men and women are devoting their lives to the 
Service; their work and their devotion to our common ob- 
jectives inspire the confidence with which I undertake the 
task of leadership. The heritage created by our predecessors 
challenges all of us to preserve its high traditions and to seek 


its continuing enrichment in every opportunity offered us for 
giving more and better service to the Nation. 


We are further inspired and challenged by the yearning of 
the American people for health. At no time in our history 
has the desire for meaningful values and new life-goals been 
so intense; and health is the first value and the first goal of 
life. The desire for health is reflected by the growing public 
demand for better health services, by increased congressional 
support of the programs of the Public Health Service, and 
by numerous new proposals, which the Congress is now con- 
sidering, for the solution of some of our most urgent problems. 


Finally, and I believe most significantly, the desire of 
the Nation for health is reflected by a new understanding on 
the part of professional and civic leaders, that they must work 
more closely with each other in planning and. operations to 
improve health and medical services of all types. As Sur- 
geon General of the Public Health Service, I consider it to 
be one of my first duties and privileges to foster cooperation 
between this organization and our colleagues in the Nation’s 
professional societies and faculties, in the voluntary and 
philanthropic organizations interested in health and medical 
service, and in other Federal, State, and local agencies. 


The pattern of cooperation which was established in the 
basic law of the Public Health Service* has served the Nation 
efficiently in strengthening and expanding medical research, 
professional training, and public health services. The pri- 
mary factor in these programs is the provision of financial 
assistance: for research—grants-in-aid to public and non* 
profit private institutions and to individual scientists for 
professional training—fellowships and clinical traineeships to 
individuals, and grants to State health authorities for train- 
ing their employees; for general and special public health 
programs, including hospital construction—grants to legally 
responsible State agencies. The Public Health Service will 
continue to seek implementation of its financial-aid programs 
through adequate appropriations, and we will endeavor to 
increase and strengthen other elements of the cooperative pro- 


*Public Health Service Act of 1944, as amended. 


grams, such as consultant and technical services, joint planning, 
and coordination of our programs in the interest of more 
efficient and effective administration. 


The policy of the Public Health Service in the past has 
been to advance national health by the processes of demon- 
stration, education, concrete help, and leadership. Our exist- 
ing laws support that policy, and State agencies and private 
institutions which have participated in our programs, have 
concrete proof that the actions of the Service are in strict 
conformity with our policy and with the law. The inde- 
pendence of private institutions and the sovereign authority 
of the States for the initiation and conduct of their programs 
have been consistently respected by the Public Health Service ; 
and this policy will be maintained under my administration. 
I anticipate acceptance of increased responsibility on the part 
of all the nation’s health resources-—:. dustrial, charitable, pri- 
vate, pfofessional, and governmental—-for the health of the 
American people. It shall be my constant endeavor, aided by 
my colleagues, to keep the Public Health Service always alert 
to the Nation’s needs and to provide to all cooperating organ- 
izations the highest quality of service that we can render. 


The oldest program of the Public Health Service—medical 
and hospital care for our various groups of beneficiaries— 
commands the major portion of our clinical and auxiliary 
manpower. To the men and women who operate our far- 
flung network of hospitals and clinics, thousands of Americans 
owe the precious gift of sympathetic care in illness and 
restoration to health. The Public Health Service owes its 
medical and hospital staffs a debt of gratitude for devotion to 
duty, often in extremely difficult situations. The Service will 
seek to strengthen their hands in the provision of services to 
their patients, and to improve their opportunities for con- 
tinued training and advancement in their professions. 


By increasing teamwork among all those engaged in major 
programs of the Service, I believe we can mutally benefit from 
each other’s strengths and accomplishments and thus give even 
more valuable service to the Nation. 


The advances already made in the administration of the 
national quarantine laws have taught us valuable lessons. We 
now know that a modern, streamlined quarantine service is 
not a barrier but an aid to the peaceful intercourse of 
nations, and to international cooperation in health protective 
measures. The Public Health Service will continue to seek 
and apply effective methods in the administration of the 
quarantine service. 


The United States has been a leader in the development 
of plans for a world health organization, and the Public 
Health Service has played an important part in that develop- 
ment. The Service stands ready to make its contribution to 
international health under the laws of the nation. So far, 
the United States has not joined the 24 United Nations who 
have formally accepted the covenant of the World Health 
Organization. 


We are living in an era of rapid social change and scien- 
tific progress. The speed and nature of change in contempo- 
rary life have a striking effect upon the relative importance 
of health problems. A half-century ago, our principal health 
problem was the conquest of communicable diseases. Today, 
new problems, chiefly those related to the health of an older 
population, confront us. Thus, as the health needs of the 
nation change and shift, the programs of the Public Health 
Service must be kept flexible so that at all times our efforts 
may be focused upon those problems which chiefly affect 
the nation’s well-being and which chiefly concern the Ameri- 
can people. Within the framework of its legal responsibility, 
the Service will continue to seek the means to strengthen 
all appropriate resources of the nation in solving those 
problems. 
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No one organization, no one of our great American insti- 
tutions—private enterprise, voluntary public service, or gov- 
ernment—can alone solve the major health problems of today. 
We must all consider the nation’s health our individual and 
our mutual responsibility. As I see the national health needs 
at this time, certain problems should have priority in our 
efforts to seek solutions. 


We have a great deal of unfinished business in the public 
health field. Communicable diseases, both chronic and acute, 
which still take approximately 100,000 lives annually, could 
be eliminated if we worked more diligently with the tools at 
hand. We have the medical and public health means; we 
have organized Federal-State cooperative programs for apply- 
ing the means. There is no excuse for failure to control 
venereal diseases, tuberculosis, malaria, whooping cough, diph- 
theria, typhoid fever, and dysenteries and several other acute 
infections I could mention. The conquest of communicable 
diseases is a clear responsibility of local, State, and Federal 
health agencies. It is imperative that we clinch our victory 
in this field, for other more difficult tasks await willing hands. 


A part of our unfinished business—and a primary cause 
of lag in the conquest of old diseases—is the organization, 
staffing, and efficient operation of local health units. The 
Public Health Service, through its pattern of State aid, 
stands ready with a large proportion of its resources, to assist 
in covering the United States with full-time efficient local 
health services, a task approved by all professional organiza- 
tions. The organization of local health units is a clear re- 
sponsibility of local and State governments. Legislation now 
before the Congress would, if enacted, greatly increase the 
Federal contribution to the organization of local health serv- 
ices throughout the country, and to the training of personnel 
for staffing them. 


The American people have not yet seriously considered one 
of their greatest personal and national health needs: the 
need for healthy maturity. The prediction that by 1970, one 
in every 10 Americans will be 65 years of age or older, has 
not been understood in all its implications. When the Public 
Health Service was established 150 years ago, the average 
American lived only 40 years; today, he lives more than 65 
years. Yet we have not even attempted to define what we 
think healthy maturity should be. We find ourselves faced, 
instead, with an enormous personal and national burden of 
disease in the adult population, the most productive element 
of our society. It is possible that we shall not be able clearly 
to define healthy maturity until we learn more about the 
chronic degenerative diseases and until we attempt to apply 
in the entire adult population our knowledge of these diseases. 
It was not until we had made considerable progress in the 
control of childhood diseases that we could undertake the im- 
portant study of the whole child and thus come to an under- 
standing of healthy childhood. Child health is now a positive, 
defined objective of this country—even though we have not 
yet attained health for all our children. In our need for 
healthy maturity, we have only just started to apply widely 
our knowledge of cancer and to intensify our search for 
better means with which to detect and treat malignancies. 
We have barely started to explore the cardiovascular dis- 
eases. Research and application still lag in other major causes 
of death and ill-health among adults: cerebral hemorrhage, 
kidney diseases, diabetes, arthritis, and rheumatism. Study 
of the healthy adult should accompany our investigation of 
the diseases to which he is susceptible. Our aim should be 
not freedom from disease but healthy maturity. 


Mental health is known to be one of the most important 
requirements for a healthful, happy life at all ages. The 
National Health Program established in the Public Health 
Services 2 years ago has met unusual difficulties. Supported 
by the Nation’s leading psychiatrists and experts in related 
fields, our efforts still languish in tse nation-wide shortage of 
trained personnel and facilities, and in the lack of under- 
standing on the part of the public that mental illness, with its 
incipient manifestations, is the most widespread, serious ail- 
ment of our time. It is my sincere hope that the American 


people will recognize the seriousness of this problem and will 
seek the means for mental health which, science assures us, 
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will result from united efforts to apply psychiatric knowledge 
to our personal and community problems. 


The search for new knowledge in the medical sciences 
is being expanded throughout the United States. The Public 
Health Service is proud of its share in fostering that expan- 
sion and in the work now being done in our own laboratories 
and hospitals. Our institutes for general research in cancer 
and mental disease, in a few years’ time will be, I hope, the 
finest center in the world for experimental and clinical inves- 
tigations of the major causes of disability and death. We 
shall not relax our efforts to expand and refine knowledge 
of the infectious diseases. Recent achievements by Public 
Health Service investigators are proof of our determination 
to intensify the exploration of baffling problems in bac- 
teriology. 


The nation’s investments in research have produced a 
body of knowledge which, if fully applied to the needs of all 
the people, would advance human health immeasurably. I 
have mentioned the lag in the application of some of this 
knowledge, even though the effective means for its application 
through community health organization is equally well known. 
One of the chief causes of lag in other fields is lack of agree- 
ment as to the most effective means for bringing scientific 
knowledge and skills directly to the people who need them. 
It is my earnest desire that the Public Health Service shall 
contribute fully to the solution of these perplexing problems. 
I believe that we can do so by cooperating with the pro- 
fessions, institutions, and agencies which provide health and 
medical care, in the study and demonstration of more effective 
methods for the organization and provision of services. 


The health of the American people and their health re- 
sources cannot and must not become a monopoly—either of 
governments, private enterprise, or charitable organizations. 
Each of these great institutions has made incalculable con- 
tributions to American health. The constituent groups and 
organizations within them must endure and grow in wisdom, 
strength, and efficiency. 


The crisis in the professional schools of the nation is the 
most serious problem which faces the medical and health 
professions today. Unless and until the crisis is resolved, the 
nation will be hampered in all its efforts to increase its * 
health resources and to improve the health of the people. The 
President’s Scientific Research Board and other serious stu- 
dents of the problem have pointed to the financial straits into 
which the medical and other professional schools have fallen. 
These training centers which produce our doctors, dentists, 
nurses, research scientists, and other essential health personnel 
are national assets, vital to our personal and national well- 
being. Professional education has been established in this 
country on high standards and on a system which allows for 
growth, change, and improvement. The present high standards 
must be maintained and raised as rapidly as science, facilities, 
and funds permit. Expansion of educational facilities is 
essential if the demand for trained personnel is to be met; 
but expansion must be based upon demonstrated needs and 
upon the abilities of the schools to meet those needs. 


Under existing laws, the Public Health Service will do all 
in its power to alleviate today’s shortage of qualified personnel 
through its research fellowships and clinical trainee pro- 
grams. Grants-in-aid are already available to qualified institu- 
tions for the construction of laboratory and clinical research 
facilities for the study of cancer. I hope that in the future 
we may be able to extend the same type of assistance in 
other research fields. Public Health Service funds may also 
be used in research projects to provide beds in non-Federal 
hospitals for clinical research; we shall encourage and assist 
the establishment of more research beds throughout the 
country as one means of expanding both the’ search for new 
knowledge and the training of personnel. 


The Public Health Service must be particularly responsive 
to the needs of the nation’s schools of public health. The 
shortage of trained public health personnel of all types is 
one facet of the total problem of professional education, but 
it is one which involves the efficient staffing of our organiza- 
tion as well as many State and local health departments. 


FA 


474 DEPARTMENT OF PUBLIC RELATIONS 


The present low salary levels and inadequately supported 
administration in our health organizations also are barriers 
to the recruitment of able young men and women to the 
service of the nation’s health. Like America’s teachers, 
scientists, artists, and other creative workers, America’s health 
workers have not been assigned their true value—either eco- 
nomic or functional—in our contemporary civilization. Yet, 
they represent the enduring, vital values which make life 
worth living and a nation spiritually and physically alive! 
The Public Health Service has a responsibility to give full 
support to improved personnel practices and to improved com- 
pensation for public health personnel throughout the country. 
Public health work must be made as attractive economically 
as it is spiritually to those who adopt it as a career. 

In this critical era, the public health and medical profes- 
sions are faced with great and challenging responsibilities 
which call for our fullest mental and physical energies. I 
believe that we shall meet our responsibilities to the American 
people, to our professions, and to ourselves with that com- 
bination of intellectual integrity and creative imagination which 
has characterized the great men and women of medicine and 
public health. To my colleagues in the Public Health Serv- 
ice, to our Advisory Councils and consultants, and members 
of the health profession everywhere, I express my desire and 
firm determination to work with you and for you, as Surgeon 
General and as a colleague, while we strive together in our 
tasks of service. And to the American people, I pledge my 
best efforts for the health of every person in the land. 


FEDERAL SECURITY ADMINISTRATOR EWING HEADS NEW 
GOVERNMENT-WIDE “COMMITTEE FOR CHILDREN AND 
YOUTH,” SPONSORED BY PRESIDENT 

In response to a letter from President Truman, Federal 
Security Administrator Oscar R. Ewing, announced April 11 
that he had invited branches of the Federal Government con- 
cerned with the well-being of children and youth to accept 
membership on an Interdepartmental Committee on Children 
and Youth which the President has asked him to form. 

Among the Federal agencies invited to participate in this 
government-wide advisory committee are the Departments of 
Agriculture, Interior, Justice, and Labor, the Administrative 
Office of the United States Courts, and the Housing and 
Home Financing Agency. All of these agencies have impor- 
tant responsibilities, which, directly or indirectly, affect the 
well-being of children and youth. 

In releasing the President’s letter, Mr. Ewing made the 
following statement: 

“Through this Interdepartmental Committee on Children 
and Youth, all of us in the Federal Government have an 
instrument to make government work more effectively than 
ever before in behalf of the boys and girls who will soon 
take over the responsibilities of making our democracy work 
and of serving humanity. 

“Here is a central group that cooperatively can help States 
and communities plan and carry through programs that will 
assure youngsters a fair start and an even chance in life. 

“I welcome particularly the importance the President places 
on the assistance that this Committee can give the Children’s 
Bureau in cooperating with the National Commission on Chil- 
dren and Youth in planning for a midcentury White House 
Conference on Children. While that event is two years ahead 
of us, a great deal of preparation for it must start now, if 
it is to be, as it should be, a significant milepost in the people’s 
march toward greater opportunity for our youngsters. 

“The National Commission on Children and Youth, asso- 
ciated with the Children’s Bureau, has already started its work 
for the 1950 White House Conference. Only last week 200 
leaders from State agencies and organizations met in Wash- 
ington to plan State and community action leading up to this 
conference. Now, we will have an Interdepartmental Com- 
mittee that draws together the thinking and resources of the 
Federal Government to work with National, State, and local 
groups. 

“The Interdepartmental Committee on Children and Youth 
will help us in the Federal Government to assure that every 
last one of the 45 million children in this Nation feels that 
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he is important and has a chance to make the most of himselt. 
We want every single one to have a healthy body and a 
buoyant spirit. If, because we are not skillful enough, we 
cannot correct his physical defects, we are still determined to 
assure him not only a useful but a satisfactory life. We want 
every last child to have the opportunity to perfect his skills 
and his talents, not only for his personal satisfaction, but for 
service to his fellows. 

“This is the heart and substance of our democracy, that 
we count the strength, the skills, and the spirit of every child 
a matter of public importance.” 


PRESIDENT TRUMAN’S LETTER TO ADMINISTRATOR 
OF FEDERAL SECURITY AGENCY 
April 8, 1948. 
My Dear Mr. Ewing: 

In my Message on the State of the Union, I listed specific 
goals for the future, of which the first is to secure fully the 
essential human rights of our citizens, and the second is to 
protect and develop our human resources. In achieving these 
goals the rights and opportunities of children and youth are 
matters of primary concern. 

We have done much in the United States to provide a 
good start for our young people. We must do still more. 
The health, welfare, and intellectual development of our chil- 
dren, and their preparation for the responsibilities of citizen- 
ship, are essential to our national progress. The Federal 
Government as well as the States, should work together with 
all those throughout the land who are concerned with assuring 
a fair chance in life to all children, regardless of race, creed, 
or other circumstance. 

The Federal Security Agency has primary responsibility 
within the Federal Government for the welfare of American 
youth. I realize, however, that the work of a number oi 
other Federal agencies also affects the well-being of children. 
In view of this, it is my belief that the efforts of all Federal 
agencies could profit from cooperative work, so that the 
activities of one unit of Government can reenforce and be 
aided by those of others. I believe an Interdepartmental 
Committee on Children and Youth would contribute greatly to 
this end. I should like to ask you therefore to arrange such 
a committee and to serve as its chairman. 

Among the agencies which you will doubtless wish to 
invite to serve with you on the Committee are the Departments 
of Agriculture, Interior, Justice, and Labor, the Administrative 
Office of the United States Courts, and the Housing and 
Home Finance Agency. 

It is my hope that the Committee will aid in developing 
appropriate working relations among Federal agencies con- 
cerned and between the Federal Government and State com- 
missions or committees for children and youth which exist in 
many States. Furthermore, the Committee should assist the 
various agencies in meeting their responsibilities in this field 
to the best advantage of the young people of the Nation. It 
should, of course, recommend methods by which the fulfill- 
ment of these responsibilities can be extended and improved. 

I suggest that the Interdepartmental Committee, when 
formed, assist the Children’s Bureau of the Federal Security 
Agency, in cooperation with the National Commission on 
Children and Youth, and other appropriate National, State, 
and local organizations in laying the groundwork for the 1950 
White House Conference on Children. This midcentury con- 
ference will be the fifth in a series of decennial conferences 
on children held on call of the President of the United States. 
I consider these conferences to be of great importance in our 
national life. 
the continuing committee of the National Conference on Pre- 
vention and Control of Juvenile Delinquency and other na- 
tional organizations concerned with problems of children and 
youth. 


I shall follow with interest the work which our Govern- 
ment undertakes in furtherance of the cause of young people 
upon whom we must so soon depend for carrying forward 
the principles to which our Nation is dedicated. 

Sincerely yours, 
Harry S. TRUMAN 


The committee should also keep in touch with - 
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CONFERENCE ON STATE PLANNING FOR CHILDREN 
AND YOUTH 

State officials and members of State Planning Commissions 
for Children and Youth met in Washington from March 30 to 
\pril 1 to initiate State and local action during the next 2 
years in preparation for a Midcentury White House Con- 
ference on Children and Youth. 


The meeting was called jointly by the U. S. Children’s 
Bureau and the National Commission on Children and Youth. 
In opening the conference, Federal Security Administrator 
Oscar R. Ewing said that the people who count our children 
say we have now about 45 million children under 18. He said 
we have in our country the finest medical care in the world, 
but it doesn’t reach that 45 millionth child. 


The chief of the Children’s Bureau reminded the confer- 
ence that live births in 1947 represented an increase of over 
50 per cent as compared with the 1940 figures. Increased birth 
rates require expansion of schools and will bring tremendous 
pressures on health and social agencies. Of special importance 
is more adequate provision for school health services. On the 
basis of present estimates, we need at least 7,500 more 
pediatricians, 50,000 more public health nurses, 100,000 more 
teachers, 15,000 more child welfare workers, 10,000 psychi- 
atrists for children’s and family services. 


A summary of replies received by the Children’s Bureau 
from 45 States indicated among other goals the necessity for 
extension of health services for mothers, infants, preschool 
children, and school-age children including provision for medi- 
cal care. 


Work is to begin now, primarily in State and local com- 
munities im preparation for the Midcentury White House 
Conference. The 1950 White House Conference will be a 
conference-in-reverse, with action rooted in State and local 
communities. 


Group recommendations call for State planning bodies 
with representation of all interests and groups concerned with 
children. Every national agency representing or concerned 
with the interests of children and youth are recommended 
to be included at once in the work of the National Commission 
on Children and Youth. It was recommended that standards 
can be made and kept truly alive only if representatives of all 
related or allied professional agencies, as well as community 
groups and individuals, participate in evolving State standards. 
State legislative efforts should include meeting the need for 
preventive as well as corrective legislation. 


ASSISTANT VA MEDICAL DIRECTOR APPOINTED 


Dr. Roy A. Wolford of Washington, D.C. (5929 Nebraska 
Avenue, N.W.) has been appointed assistant medical director 
for Professional Service in the Veterans Administration De- 
partment of Medicine and Surgery. 


The announcement was made April 18 by Dr. Paul B. 
Magnuson, chief medical director, with the statement that Dr. 
Wolford is one of the outstanding men who have been with 
VA for many years. 


A member of the VA medical staff since 1924, Dr. Wol- 
ford succeeds Dr. Magnuson as chief of Professional Service. 
Dr. Wolford became acting assistant medical director for Pro- 
fessional Service on January 16, 1948, when Dr. Magnuson 
was appointed chief medical director. 


VA’s Professional Service supervises and coordinates 
specific activities of the General Medical Division, the General 
Surgery Division, the Neuropsychiatric Division, the Tuber- 
culosis Division, and the Professional Inquiries unit. 

“This is a key position in the Department of Medicine 
and Surgery,” Dr. Magnuson said. “I am particularly happy 
that Dr. Wolford was available for this post. I consider him 
one of the best qualified men in his field, and his long service 
in Veterans Administration has given him a particularly good 
insight into the problems he will encounter. 

“Dr. Wolford will head our Professional Service because 
he has demonstrated his ability as an outstanding doctor and 
an inspiring leader. It is my policy to appoint men to key 
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positions who possess the highest professional and personal 
qualifications in every sense that those two words imply.” 


Dr. Magnuson stressed that Dr. Wolford’s functions would 
be to weld all the outstanding men in the Department into an 
efficient team, each working toward the goal of giving the 
best possible medical services to ill and disabled veterans. He 
said the job is one of leadership, rather than of command, in 
order to further the spirit of cooperation among doctors 
trained in many different lines. 


Dr. Magnuson concluded his announcement with the state- 
ment that Dr. Wolford’s appointment is part of his program 
to accord VA doctors, “old and new,” the recognition they 
deserve on the basis of their abilities. 


Dr. Wolford was born July 11, 1894, in Piedmont, W.Va. 
He graduated from the University of Maryland Medical School 
in June, 1917, and served his internship in the Maryland 
General Hospital at Baltimore. 


Dr. Wolford took his residency training at St. Joseph's 
Hospital in Lancaster, Pa., becoming chief resident of surgical 
services. 


He served overseas in World War I. 


Dr. Wolford entered the U.S. Public Health Service on 
August 1, 1920 and was transferred to the old Veterans Bu- 
reau on June 7, 1924, when the hospital service for veterans 
was taken over by that agency. 


In VA, Dr. Wolford served as clinical director at the hos- 
pital in Muskogee, Okla.; as chief of medical services in the 
diagnostic center of Mt. Alto in Washington, D.C.; as chief 
medical officer at the Huntington, W.Va., hospital, and as 
manager of the VA hospitals in Outwood, Ky., and Sun- 
mount, N.Y. 

In 1940, Dr. Wolford transferred to VA’s Central Office 
in’ Washington as assistant medical director for tuberculosis 
and later became assistant director of the Tuberculosis Divi- 
sion. 

During World War II, Dr. Wolford was on active Army 
duty with the rank of Colonel and assigned to the Veterans 
Administration. 

He is a fellow of the American College of Chest Physi- 
cians and a member of the American Trudeau Society, the 
National Tuberculosis Association, the District of Columbia 
Tuberculosis Association, the Association of Military Sur- 
geons, and the Military Order of the World Wars. 


NEW DIRECTOR NATIONAL CANCER INSTITUTE 


Dr. John R. Heller of Bethesda, Md., has been appointed 
director of the National Cancer Institute of the Public Health 
Service, Federal Security Administrator Oscar R. Ewing an- 
nounced April 14. He will replace Dr. Leonard A. Scheele, 
who was recently appointed Surgeon General of the Public 
Health Service. 

The new chief of the Division of Venereal Diseases will 
be Dr. Theodore J. Bauer. Dr. Bauer was born in Iowa 
City, Towa, in 1909 and has been with the Public Health Serv- 
ice since his graduation from the College of Medicine of the 
University of Iowa in 1933. His work has been principally 
in the field of venereal disease control. At the present time 
Dr. Bauer is on detail with the Chicago Board of Health 
where he now serves as City Venereal Disease Control Officer 
and as Medical Officer in charge of the Chicago Intensive 
Treatment Center. 


As director of the Institute, Dr. Heller will direct the 
Federal cancer program, including research conducted at the 
Bethesda laboratories, research grants-in-aid to other labora- 
tories and hospitals, assistance to the States and Territories 
for training and control work, research fellowships, and 
traineeships for advanced medical education of cancer spe- 
cialists. 


“During his 18 years experience in public health work and 
as chief of the Division of Venereal Diseases since 1943, Dr. 
Heller has demonstrated outstanding ability as a medical ad- 
ministrator extremely well suited to the handling of a com- 
bination research and service program,” Mr. Ewing said. “The 
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Public Health Service is indeed fortunate in having such a 
man to direct its recently expanded program of cancer re- 
search and control.” 

Dr. Heller was born in Fair Play, S. C., in 1905. He 
graduated from Emory University School of Medicine. Atlanta, 
in 1929, having received his earlier education in South Caro- 
lina. In 1930, Dr. Heller entered public health work as 
clinician for the Georgia State Board of Health on a syphilis 
control project conducted jointly with the Public Health 
Service. 

The new director has been with the Public Health Service 
since August 1931, specializing in venereal disease control and 
serving in the syphilis clinic at Hot Springs, Ark., as advisor 
to the health departments of Tennessee and Pennsylvania, in 
the U.S. Marine Hospital at San Francisco, in District No. 4, 
comprising the southeastern section of the United States, and 
in the Division of States Relations in Washington, D.C. Since 
1934, Dr. Heller has been a commissioned officer in the regu- 
lar corps of the Public Health Service. He has engaged in 
postgraduate study and research at Johns Hopkins Hospital 
and at the University of Virginia Medical School. 

On July 1, 1943, Dr. Heller was appointed chief of the 
Division of Venereal Diseases where he has directed the 
wartime and postwar Federal program of venereal disease 
control. In the Fall of 1947, on his trip to Europe to attend 
the first postwar assembly of the International Union Against 
Venereal Disease held in Paris, he made a survey for the 
American military authorities on civilian venereal disease 
control in the U.S. Zone of Germany. 

Dr. Heller is expected to assume his new duties on or 
about May 15. Meanwhile, Dr. David E. Price, Chief of the 
Cancer Research Grants Branch will serve as acting director 
of the National Cancer Institute. 


“G.I.” INSURANCE 


Since V-J Day, the Veterans Administration has been 
putting emphasis on the conservation of National Service Life 
Insurance. Conservation of life insurance had to do with 
wastage of insurance protection which comes from the termi- 
nation of policies to lapse and surrender. The principal aim of 
conservation is to preserve the insurance so that it will fulfill 
its promise to the beneficiary or provide the insured with its 
full value as a matured endowment. 

“GI” insurance is an insurance bargain. Yet, millions of 
veterans are throwing away the comfort, security, and inde- 
pendence that the maintenance of their National Service Life 
Insurance can give them. Through carelessness, misunder- 
standing, or indifference they have allowed their National Serv- 
ice Life Insurance to lapse. For the benefit of those veterans, 
the government has made it very easy to pick up that lapsed 
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insurance. Term insurance, the kind that nearly all veterans 
had while they were in the Armed Forces, can be put back 
on the books again by the payment of only two premiums—it 
is not neccssary to pay all the back premiums. There is not 
much red tape; the veteran only has to sign a three-question 
form and state that he is in as good health as he was on the 
day that it lapsed. 

A veteran’s eligibility for National Service Life Insurance, 
which was earned by his service in the Armed Forces, is a 
privilege and not a business deal—it is a lifetime bargain. He 
should keep it in force, and if it has lapsed, he should take 
advantage of the present liberal reinstatement requirements. 
The deadline date for reinstatement without a physical exam- 
ination is July 31, 1948. See the nearest Veterans Adminis- 
tration Office or Veterans Service Center for complete details. 


PSYCHIATRIC PATIENTS UNDER 
PROLONGED CARE IN J.S. HOSPITALS 

At the end of 1946, 529,247 persons, or 382.4 out of every 
100,000 in the civilian population of the continental United 
States, were in hosp‘tals for the prolonged care of psychiatric 
patients, according to figures of the Mental Hygiene Division 
of the Public Health Service, released April 21 by Oscar R. 
Ewing, Federal Security Administrator. The number of resi- 
dent patients increased during the year by 10,575, representing 
about 2 per cent of the 518,672 present at the beginning of 
the year. The number of first admissions to prolonged care 
hospitals during 1946 was 153,025, or 110.6 per 100,000 of the 
estimated civilian population as of July 1, 1946. 

The figures are based on results of the 1946 Census of 
Patients in Mental Institutions, collected and tabulated by the 
Bureau of the Census, Department of Commerce. *Collection 
of these data was made a function of the Mental Hygiene 
Division, Public Health Service in February of this year in 
view of the Service’s increased responsibilities in the field of 
mental heaith under the National Mental Health Act. 

The statistics cover either the calendar year or the fiscal 
year ending in the calendar year. They are for hospitals 
which provide care for chronic patients, although also receiving 
patients for short periods of time for observation and diag- 
nosis. The statistics on veterans’ hospitals are adjusted figures 
based on tabulations prepared by the Division of Medical Re- 
search Statistics of the Veterans Administration and cover 
veteran neuropsychiatric patients under the care of the Vet- 
erans Administration in Federal hospitals of all types. Although 
the figures for State Hospitals and for veteran neuropsychia- 
tric patients are substantially complete, reports were not re- 
ceived from an appreciable number of county and private 
mental hospitals. The overall coverage, in terms of admissions, 
is estimated to be between 90 and 95 per cent complete. 


ENCYCLOPEDIA OF MEDICAL SOURCES. By Emerson 
Crosby Kelly, M.D., F.A.C.S., Associate Professor of Surgery, Albany 
Medical College; Attending Surgeon, Albany Hospital; Editor, Medical 
Classics. Cloth. Pp. 476. Price $7.50. The Williams & Wilkins 
Company, Mt. Royal and Guilford Ave., Baltimore, 1948. 

This new encyclopedia fills a need that has long been felt 
by medical writers, editors, and librarians. It gives in its bare 
essentials the information necessary for the identification of 
names and works that constantly crop up to plague those 
handling medical literature. 

It is regrettable that errors are readily: detectable in the 
text and the index. While many are undoubtedly due to 
faulty typesetting and proofreading, the user cannot avoid 
the feeling that they may have been of editorial origin and 
that other parts of the material may likewise be inexact. The 
confusion in the alphabetization of names in which the umlaut 
occurs is particularly bad. 

However, in spite of mistakes, this book is going to be a 
wonderful help and time saver. Dictionaries provide informa- 
tion about men and their works, but never the vital facts 
about when and where’ articles were published. Many who 
work in the medical field are going to be grateful that Dr. 
Kelly not only felt the need of such an encyclopedia but did 


Book Notices 


something about it. A part of his vast experience and erudi- 
tion is now available to others. 


This book should be in every medical library. It should 
also be on the bookshelf of everyone who is concerned with 
medical writing in any of its phases. 

KatHerine Becker, A.B. 


PHARMACOLOGY, THERAPEUTICS AND PRESCRIPTIONS 
WRITING For Students and Practitioners. By Walter Arthur 
Bastedo, Ph.G:, Ph.M. (Hon.), M.D., Sc.D. (Hon.), F.A.C.P., Con- 
sulting Physician, St. Luke’s Hospital, New York, St. Vincent’s 
Hospital, Staten Island, and the Staten Island Hospital; President, 
United States Pharmacopoeial Convention 1930-40; Member of Re- 
vision Committee, U.S. Pharmacopoeia. Formerly Curator of the New 
York Botanical Garden, Attending Physician, City Hospital New York, 
Instructor in Pharmacology, Cornell University, Associate in Phar- 
macology and Therapeutics, and Assistant Clinical Professor of Medi- 
cine, Columbia University. Ed. 5. Cloth. Pp. 840, with illustrations. 
Price $8.50. W. B. Saunders Company, West Washington Square, 
Philadelphia, 1947. 


An interval of 10 years separates the fourth and fifth 
editions of this book. Because of the rapid therapeutic 
advances in that period, this new edition has been completely 
rewritten. It reflects the advances in chemical and biological 
fields, the growing preference for refined principles rather 
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than crude drugs, and the wide use of parenteral adminis- 
tration. 


Among the new remedies considered are amino acids, blood 
fractions, coagulants and anticoagulants, antihistamines, con- 
yulsants and anticonvulsants, folic acid, rutin, thiouracil, peni- 
cillin, streptomycin, demerol, the cardiac glycosides, antimalar- 
ials, and the BAL treatment of poisoning by arsenic, gold, 
and other substances. 


The modern treatment of shock, anemias, malaria, syphilis, 
etc. is given in detail. Alcohol, tobacco, and marihuana 
have been discussed because of the physician’s interest in their 
toxic and habituation possibilities. Carbon monoxide, carbon 
disulfide, the cyanides, and lead have been discussed, not as 
remedies, but as serious poisons. 


As in previous editions the author has been guided by 
the needs of the physician who employs drugs. Such physi- 
cians will find in this book the answer to many of the ques- 
tions which arise daily in practice. 


SURGICAL TREATMENT OF THE ABDOMEN. 
Frederic W. Bancroft, A.B., M.D., F.A.C.S., Formerly Associate 
Clinical Professor of Surgery, Columbia University; Professor of 
Clinical Surgery, New York Medical College; Director of Surgery, 
Beth David Hospital, New York and Hasbrouck Heights Hospital, 
Hasbrouck Heights, New Jersey; Senior Consultant in Surgery, United 
States Veterans Hospital No. 81; Visiting Surgeon, Kings Park State 
Hospital, Kings Park, New York; Consulting Surgeon, Lincoln and 
Harlem Hospitals, City Hospital of New York, New York Infirmary 
for Women and Children, New York City, North County Com- 
munity Hospital, Glen Cove, New York, Paterson General Hospital, 
Paterson, New Jersey, and Stamford Hospital, Stamford, Connecticut; 
and Preston ‘A. Wade, A.B., M.D., F.A.C.S., Associate Professor of 
Clinical Surgery, Cornell University Medical College; Clinical Profes- 
sor of Surgery, New York Medical College; Attending Surgeon, 
City Hospital of New York; Associate Attending Surgeon, New York 
Hospital, New York City. Cloth. Pp. 1026, with illustrations. 
Price $18.00. J. B. Lippincott Company, 227 S. Sixth Ave., Phila- 
delphia, 1947. 


Edited by 


This book is a revision of “Operative Surgery” which 
was published in 1941. It is also fourth in a series of 
authoritative works on surgical treatment edited by Dr. 
Bancroft. The preceding volumes are “Surgical Treatment 
of the Motor-Skeletal System,” “Surgical Treatment of the 
Nervous System,” and “Surgical Treatment of the Soft 
Tissue.” 


In this series emphasis is placed on presenting the best 
methods by masters of each subject. The high attainments 
of the contributors in their chosen specialties enables them to 
best present their respective subjects and give clear directions 
in the operative technics that have proved to be of the most 
value and efficacy. They give the latest, tested methods of 
operative procedures with whatever preoperative and post- 
operative therapy is deemed necessary. 

Section One, “Anesthesia,” contains chapters on preanes- 
thetic medication, and inhalation, rectal, intravenous, spinal 
and regional anesthesia. Section Two, “General Principles,” 
contains chapters on preoperative and postoperative treatment, 
blood transfusion, and fundamental principles of surgical tech- 
nic. Section Three is devoted to “Surgery of the Mouth and 
the Esophagus.” Section Four, “Surgery of the Abdomen,” 
has chapters on abdominal incisions, peritonitis and peritoneal 
abscesses, appendicitis, gastroscopy, lesions of the stomach 
and duodenum, gastrojejunal ulcer, and surgery of the small 
intestine, colon and rectum, anus, biliary tract, liver, pancreas, 
and spleen. 


Among the contributors are Donald Brace, Alfred Bla- 
lock, Rudolf Schindler, Roscoe Graham, Alton Ochsner, Fred 
Rankin, Allen Whipple, and I. S. Ravdin. This book has 
much to offer to almost every physician, but particularly to 
those who are actually performing surgery. 


SYNOPSIS OF ALLERGY. By Harry L. Alexander, A.B., M.D., 
Professor of Clinical Medicine, Washington University School of 
Medicine, St. Louis; Editor of The Journal of Allergy. Ed. 2. 
Cloth. Pp. 255, with illustrations. Price $3.50. The C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis, 1947. 


; Some understanding of allergy and its clinical manifesta- 
tions is necessary to the practice of the healing art today. This 
small book, the second edition of a text first written 6 years 
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previously, aims to present allergy in terms of present-day 
thought. Being in synopsis form, it makes it possible for 
physicians in all branches of medicine to cover the subject 
quickly. 

Following a chapter of the historical aspects of the subject 
are chapters on atopy, bronchial asthma, hay fever, atopic 
rhinitis, gastrointestinal allergy, headache, allergic dermatoses, 
and physical, drug, serum, bacterial, and vascular allergy. 
The appendix covers preparation of allergens, liquid extracts, 
and dry extracts, diagnostic methods, technic of skin testing, 
examination of nasal secretions, recipes for elimination 
diets, etc. 


SURFACE AND RADIOLOGICAL ANATOMY. By A. B. 
Appleton, M.A., M.D. (Cantab.), Professor of Anatomy in the Uni- 
versity of London and Director of the Department of Anatomy in the 
Medical School of St. Thomas’s Hospital, London, former Fellow of 
Downing College, Cambridge; W. J. Hamilton, M.D., D.Sc., F.R.S.E., 
Regius Professor of Anatomy in the University of Glasgow, formerly 
Professor of Anatomy in the University of London at the Medical 
College of St. Bartholomew's Hospital; and G. Simon, M.D., B.Ch., 
D.M.R.E. (Cantab.), Demonstrator of Radiological Anatomy in the 
Medical College of St. Bartholomew’s Hospital, and Assistant Radiolo- 
gist to the Diagnostic X-ray Department, St. Bartholomew's Hospi- 
ial, London. Ed. 2. Cloth. Pp. 332, with illustrations. Price $7.00. 
The Williams & Wilkins Company, Mt. Royal and Guilford Aves., 
Baltimore, 1946. 


In recent years it has become imperative for all physicians 
to have a knowledge of roentgenograms. The recognition of 
pathologic conditions in the roentgenogram or on the fluoro- 
scopic screen depends on familiarity with the normal. This 
text by means of numerous drawings, photographs, and skia- 
grams provides the means of learning the normal. 

The appendix contains tables of ossification, of dates of 
appearance of postnatal ossification centers, and of segmental 
innervation of muscles of the extremities. The index is quite 
detailed and is made more valuable by including references 
to illustrations. 

This book is highly recommended for the teaching of 
radiologic anatomy. 


GIFFORD’S TEXTBOOK OF OPHTHALMOLOGY. By Fran- 


cis H. Adler, M.D., Professor of Ophthalmology, University of 
Pennsylvania Medical School. Ed. 4. Cloth. Pp. 512, with illustra- 
tions. Price $6.00. W. B. S ders Company, West Washington 


Square, Philadelphia, 1947. 


The intention of the late Dr. Gifford in writing this text- 
book was to give the information needed about ophthalmology 
to the medical student and to the physician not specializing in 
ophthalmology. In this fourth edition Dr. Adler has 
endeavored to present only that part of the subject which 
will be of value to every physician. 


Special emphasis has been laid on the relation of the eye 
to general medical and neurological conditions. An effort has 
been made to acquaint physicians with those conditions which 
they may safely treat themselves and with the indications 
which should prompt them to direct their patients to seek 
more expert advice. The book is valuable without being 
bulky. 


A TEXT-BOOK OF PATHOLOGY. By E. T. Bell, M.D., 
Professor of Pathology in the University of Minnesota, Minneapolis, 
Minn. Ed. 6. Cloth. Pp. 910, with illustrations. Price $10.00. Lea 
& Febiger, Washington Square, Philadelphia, 1947. 


This is the sixth edition of a successful textbook on 
pathology. New material has been introduced and much from 
previous editions has been thoroughly revised. More intensive 
— of vitamin deficiencies and tropical diseases are in- 
cluded. 


Although parts of the text were contributed by B. J. 
Clawson and J. S. McCartney, it is uniform in point of view, 
nomenclature and methods. The work offers a complete re- 
view of the general field of pathology and the conclusions are 
painstaking and conservative. There is an explanatory note 
after the bibliographic references which enables the reader to 
select those which are of particular interest to him in further 
pursuit of his studies. This edition upholds the high reputa- 
tion of this textbook. 


OBSTETRICAL PRACTICE, By Alfred C. Beck, M.D., Profes- 
sor of Obstetrics and Gynecology, Long Island College of Medicine; 
Obstetrician and Gynecologist-In-Chief, Long Island College Hospital, 
Brooklyn. Ed. 4. Cloth. Pp. 966, with illustrations. Price $7.00. 
The Williams & Wilkins Company, Mt. Royal & Guilford Aves., 
Baltimore, 1947. 


This fourth edition of a standard textbook is designed to 
fulfill the same purpose as previous editions—that of pre- 
senting the essentials of obstetric practice to undergradu- 
ate students and young practitioners. Controversial issues 
are not discussed. The material is handled chronologically. 
After discussions of the ovarian and menstrual cycles and the 
relation of menstruation to ovulation, fertilization, and im- 
plantation, the chapters follow the development of pregnancy 
up to and through delivery. Next are discussed the com- 
plications of pregnancy, labor, and the puerperium. A new 
chapter on analgesia, amnesia, and anesthesia has been added. 
Chief among the revisions of this edition is the rewriting of 
the material on implantation and placenta formation. 

The text is quite profusely illustrated, largely with line 
drawings. The index is extensive and is compiled in a manner 
consistent with the textbook nature of the work. 

This edition maintains the high standards which Beck 
has set for his textbook and will be found useful and valuable 
as heve the earlier editions. 


THE CANNED FOOD REFERENCE MANUAL. A publication 
of the American Can Company Research Division. R. W. Pilcher, 
Editor in Chief. Ed. 3. Sent free of charge upon request. American 
Can Company, 230 Park Ave., New York 17, 1947. 


For all those concerned with the science of nutrition, this 
is a valuable reference work. It should be a part of the 
equipment of every hospital. The inclusion of the text of 


the Food, Drug and Cosmetic Act enhances its value. - 


REPORT ON RESULTS OF VACCINATION AGAINST 
INFLUENZA AT ARGO PLANT (ARGO, ILL.) 
FOR 1946-1947 SEASON 
Some 1300 employees at the Argo Plant were given a 
1 cc. injection of influenza A-B virus vaccine. Records were 
kept of the ones vaccinated and also a payroll of that date. 
About May 1, 1947, a study was made of the results obtained. 
The information for this study was obtained from our record 
of employees vaccinated, the payroll of the date of the vac- 
cination, and the records of our health and accident insurance. 

It was found that a total of 743 individuals who were 
vaccinated worked through the period from November until 
May, and that a total of 933 individuals who were not vac- 
cinated worked through the same period. The latter group 
was used as a control. 


The records of the Health and Accident Department 
showed that during this period from November until May, 
there were 51 employees who lost more than 7 days’ time be- 
cause of an upper respiratory infection. Twenty-seven of 
these cases were in the unvaccinated or control group, and 
24 of them were in the vaccinated group. 

The control cases represented 55.6 per cent of the cases 
studied and the vaccinated cases represented 44.3 per cent of 
the cases studied. Of the total insurance benefits paid out, 
56.4 per cent went to control cases, 43.6 per cent to vaccinated 
cases. These figures, you will note, almost identically parallel 
the percentage of cases in each group. 

As for the number of cases of upper respiratory infections 
per 100 employees, in the control group there was an average 
of 2.9 cases, in the vaccinated group an average of 3.2 cases. 

As for days lost per case, in the control group, the av- 
erage loss was 23.6 days per case; in the vaccinated group 
the days lost were 19.4 per case. The only significant finding 
in these figures and the only one indicating any definite 
difference (19.4 days per vaccinated case, 23.6 days in control 
cases) between the control and vaccinated group is the one 
of days lost per case in which there is a 4-day advantage for 
the vaccinated group. One apparent fault with this study 
is that it does not take into consideration the upper respiratory 
conditions of short duration (less than a week). 
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In summing up the findings, however, we find that there 
was no significant difference between the two groups as to 
the number of cases per 100 employees or the cost in sick 
benefits, with the one exception of the shorter period of ab- 
sence (by 4 days) per case of illness in the vaccinated group 


From the experience we had at Argo last year, it is m) 
impression that routine vaccination with influenza vaccine wil! 
serve little purpose in lowering costs of sick benefits or re- 
ducing absenteeism due to upper respiratory infections. Rather, 
it should be reserved to combat a proved epidemic of influenza 
Since immunity develops in a matter of about 7 days after 
vaccination, protection could be afforded relatively quickly. 


Addendum.—At the Eighth Annual Congress on Industria! 
Health in Cleveland, Ohio, on January 5, 6, 1948, a lengthy 
discussion of the value of influenza vaccination was held. I) 
was the opinion of those who participated in the discussion 
that routine vaccination of the public against influenza wa: 
not practical at this time. 

The period of immunity is short, the cost in time and 
material is considerable, and the value is not entirely proved 
It was their opinion that we would not know with reasonabl: 
assurance the value of vaccination against influenza unti! 
such time as there was another major epidemic, during whic! 
vaccination could be used and its effect noted with certainty. 

You will note that this entire discussion refers to vac- 
cination against influenza virus only. There has never beer 
any satisfactory proof that vaccination against common colds 
has been effective. In fact, the Journal of the American Medi 
cal Association had one or more articles, about 2 years ago, 
summing up the evidence on both oral and injection vaccina- 
tion against common colds, stating that there was no accu- 
rately controlled series of cases supporting the value o/ 
vaccination.—Paul W. Rush, M.D., Medical Director, Nationa! 
Safety Council News Letter, April, 1948. 
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Kansas City College of Osteopathy and Surgery.—Labor- 
atory course in gastro-intestinal surgery, June 7 to 12, inclusive. 
This course offered only to those engaged in active surgery. 
No certificate or other recognition is given in this course. 
Enrollment is limited. Tuition is $200.00. Inquiry should be 
addressed to the Dean, Postgraduate School of Osteopathic 
Medicine, Kansas City College of Osteopathy & Surgery, 2105 
Independence Avenue, Kansas City, Missouri. 

Philadelphia College of Osteopathy.—One course in Osteo- 
pathic Medicine and two courses in Cardiology are offered 
during the period June 7 through August 6, 1948. The course 
in Osteopathic Medicine is divided into four parts: Part I, 
Diseases of digestion, nutrition, metabolism, internal secretion 
—June 7 through June 11; Part II, Diseases of the kidney 
and liver, constitutional diseases, arthritis, cancer, psycho- 
somatic medicine—June 14 through June 18; Part III, Diseases 
of the blood-forming organs, infectious diseases (except the 
exanthemata), allergy, diabetes—June 21 through June 25; 
Part IV, Diseases of the heart, including arteriosclerosis, 
peripheral vascular disease, diseases of the lung—June 28 
through July 2. The total cost of the course it $200; the 
cost of each part is $75.00. Each part will consist of 30 hours 
of work over the 5-day period. 

The course in Cardiology (fundamentals) will be given 
from July 5 through July 16. The cost is $150. The course 
in Cardiology (laboratory and clinical) will be given from 
July 26 through August 6. Address all inquiries to Dr. Otter- 
bein Dressler, Dean, 48th & Spruce Sts., Philadelphia. 

C. Paul Snyder, D.O., F.O.C.0.—Nineteenth extensive 
course in Otolaryngology, beginning July 26 for 75 hours. 
Address, Dr. C. Paul Snyder, 1721 Walnut Street, Philadelphia 
2, Pennsylvania. 

Vick Summer Postgraduate Courses—Herniology, varicose 
veins, phlebitis, conservative office procedure, and practice 
building, June 7 to 19. Two separate courses offered with a 
limited number in each class. Tuition is $200.00 for each 
course. Write Dr. Lester J. Vick, 801 West Tenth Ave., 
Amarillo, Texas. 
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Make Hotel Reservations Now 


for 
Fifty-Second Annual Convention 
of 


American Osteopathic Association 
Boston—July 19-23, 1948 


Hotel reservations for the Fifty-Second Annual Convention of the 
American Osteopathic Association in Boston, July 19-23, 1948, should 
be made through the A.O.A. Housing Bureau at 80 Federal Street, 
Boston 10, Massachusetts. (Turn over for Reservation Blank.) 


It will be to your advantage to list several hotels in the order of 
preference, as suggested on the Reservation Blank. 


Rates in each of the hotels are listed below: 


NAME SINGLES DOUBLES TWINS SUITES 
Bellevue . . $12.00—15.00 
Braemore . . . j . . 9.90—25.00 
Broadway . . 5.00— 9.00 
*Copley Plaza . . 15.00—25.00 
Copley Square . 10.00—14.00 
Gardner 5. . . 7.50 
10.00—12.50 
10.00—16.00 
10.00—16.00 
None 
Myles Standish : A 6.50—15.00 
The Parker House . 14.00—16.00 
6.00— 9.00 Y 14.00—16.00 
Vendome 5.50— 8.75 6.50— 8.75 10.00—15.00 


NOTE: Single rooms are extremely limited in number. Please arrange to share rooms with twin beds. 
*Official Headquarters for A.O.A. Convention 


Important 


Read Instructions Before Filling Out Application 
on Next Page 


All reservations must be made through A.O.A. Housing Bureau. 
Do not send reservations to the Local Arrangements Committee or 
the American Osteopathic Association Central Office. 


The Boston Hotel Association will require a deposit of one night’s 
rental for any room reservation made in connection with the con- 
vention. The hotel which accepts your reservation will communi- 
cate with you directly concerning this. 


Classifications of Eligible Applicants for 
Hotel Accommodations 


Member, Officer or Trustee, Delegate or Alternate, Scientific Exhibitor, Technical Exhibitor. 
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A.O.A. Housing Bureau 
80 Federal Street 


Name 


Boston 10, Massachusetts 


Please reserve accommodations as follows: BE SURE TO CHECK THIS 
(Give three choices of hotels.) 


Please print (or type) names and addresses of all occupants including person making reservation. 


Application for Hotel Accommodations 


AMERICAN OSTEOPATHIC ASSOCIATION 
Boston—July 19-23, 1948 


See page 479 for instructions and hotel prices. 


Do you plan to attend a pre-convenuuon 
meeting? If so, which one? 


Street Address City State 


Name 


Street Address ..... 


State your Classification (See Instructions) .......... ; 
Give name of firm if Technical Exhibitor... 


beginning July 19? 

....-Room with Double bed..at $............per day for............persons 
.-.---Room with twin beds......at $...........per day for............persons 
....--Room for three people....at $............pet day for............persons 
Single $............per day. 

ARRIVING: July........Hour........; LEAVING: July........Hour........ 
City 
Reservations Will Be Held Until 6:00 P.M. Only, Unless the Hotel Is Notified of Late Arrivals | 


myer 


